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Professional Audit: Personal Study Plan
This section contains my original proposal for the PsychD conversion programme. 
Most of my topics were selected with the intention of developing greater expertise 
in the psychology of HIV and genito-urinary medicine, which is my current field 
of employment.
ACADEMIC
1. Title A critical review of inventories used for the assessment of personality 
disorders.
Aims
To develop a greater understanding of the theoretical and methodological issues 
in the assessment of personality disorders.
Objectives
Study the theories of personality disorder.
Understand the relationship between personality disorders and clinical syndromes 
Understand the merits and shortcomings of various personality inventories and 
whether they aid treatment planning.
Rationale
In the last 10 years or so interest in personality disorder has grown. Patients 
which prove difficult to treat are commonly diagnosed as personality disordered. 
However, without a thorough understanding of the area, diagnosis of various 
personality disorders may be an act of pejorative labelling rather than an aid to 
treatment planning. I thus intend to gain a greater understanding of the 
assessment of personality disorders.
1.2 Title A critical review of morbid fear of HIV/AIDS phobia 
Aims
To develop a greater understanding of hypochondriasis especially in respect of 
fear of HIV.
Objective
The objective for this paper is a critical examination of the cognitive-behavioural 
model of hypochondriasis and an exploration of how this approach may inform the 
treatment of HIV/AIDS phobia. Through this study I hope to gain a greater 
understanding of the relationship between hypochondriasis, worry as found in 
generalized anxiety disorder and obsessive compulsive disorder.
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1.2 Title Management of sexual dysfunction in gay men with HIV disease
Aims
To develop a greater understanding of the contribution that a clinical psychologist 
might make to the management of sexual dysfunction in HIV disease.
Objective
The objective of studying this area is to develop greater knowledge of both the 
physical and the psychological basis of erectile dysfunction in HIV so that I can 
expand my therapeutic repertoire with this patient group.
CLINICAL
2.1 Title Personality profiles of patients referred for safer sex treatment 
Aims
The overall aim of this piece of clinical work is to examine the personality of 
patients who are receiving treatment directed at reduction of sexual behaviour 
considered risky for HIV transmission.
Objectives
To examine whether patients referred to specialist HIV risk reduction project 
suffer from serious personality pathology which hampers the application of short­
3
term cognitive-behaviour therapy (CBT).
Rationale
Since September 1993 the Psychological Medicine Department, Chelsea and 
Westminster Hospital has been piloting a treatment programme for HIV risk 
reduction. This project has been developed by a clinical psychologist (Dr Tallis) 
and a psychologist (Dr Flynn). The project has involved individual psychological 
treatment of patients who repeatedly engage in unprotected sexual intercourse. 
The vast majority of such patients have been identified and referred by staff 
working in Genito-urinary medicine (GUM).
The psychologists involved in this project have developed a CBT model of risky 
sexual behaviour. The generic aspects of this model draw heavily on the work of 
Beck, for example activation of dysfunctional assumptions leads to low mood 
which is often antecedent to unsafe sexual encounters; ’hot’ automatic thoughts 
during a sexual encounter are viewed as ’facilitating’ for unsafe sex.
Although a CBT model, which implies short-term therapy seems highly relevant 
to a large number of patients who engage in unsafe sex a picture has emerged of 
many who are at risk suffering from long standing characterological or personality 
problems. Long standing personality difficulties may hamper the application of 
standard short-term cognitive behaviour therapy (Young, 1990). Thus a number 
of patients who are identified by GUM staff as requiring treatment directed at 
safer sex, may because of personality difficulties require one of the newer longer-
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term modified cognitive therapies for personality disorder (Beck’s Cognitive 
therapy for personality disorder; Young’s schema focused therapy). However, 
before reaching such a conclusion, it makes sense to attempt an objective 
description of the personality characteristics of patients referred for safer sex 
treatment. In addition there is a need to explore which inventories might guide the 
choice between short-term CBT and longer term CBT directed at personality 
disorder.
Plan
Patients referred for safer sex treatment will be asked to complete the MMPI-2 
which is the most widely used test of personality and psychopathology. A 
comparison group will be patients attending the same department for adjustment 
disorder. Although the MMPI has been criticized as a measure of normal 
personality, Kline (1993) reports that it functions well as a screening devise for 
psychopathology. In addition Graham (1988) reported some preliminary data 
concerning the external correlates of the revised MMPI ie the MMPI-2. The 
pattern of correlates reported for the MMPI-2 are consistent with those previously 
demonstrated for the MMPI and suggest both convergent and discriminant 
validity.
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2.2 Title An initial functional analysis of compulsive "cottaging" based on five
cases.
2.2 Aims
The aim of this work is to develop further skills and understanding of cognitive- 
behaviour therapy by examining and reviewing my treatment of two complex 
cases.
RESEARCH 
Title Personality and HIV risky sexual behaviour 
Aims
To research whether individual personality differences influence HIV sexual risk 
taking behaviour.
Objectives
To ascertain whether there is a relationship between personality and HIV sexual 
risk- taking behaviour.
Rationale
A considerable amount of research has been directed at situational, cognitive and 
attitudinal factors affecting HIV sexual risk-taking behaviour (eg Gold and 
Skinner, 1992; Kelly, Lawrence and Brasfield, 1991). In contrast little research has
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been done on individual personality characteristics and sexual risk-taking 
behaviour. Nonetheless three papers report on the relationship between Eysencks 
Personality Scales and HIV sexual risk taking behaviour. McCrown (1991) found 
that EPQ scales of Psychotism (P), Extraversion (E) and Neuroticism (N) all 
correlated with unsafe sexual behaviour. Both E and P relate to impulsiveness 
(Eysenck and Eysenck 1985) therefore a relationship between sexual risk taking 
may be fairly unsurprising. Me Crown (1991) suggests that the correlation 
between N and unsafe sexual behaviour may be due to subjects lack of necessary 
assertiveness to say "no" to potential partner pressure. In a later study McCrown 
(1993) administered the EPQ to gay and bisexual men receiving medical treatment 
for HIV. Unsafe sexual behaviour in this study correlated moderate-to-highly 
with P. No relationship was found with the other Eysenck factors. The critical 
difference between this study and McCrowns earlier study was that subjects in the 
1993 study were aware that they HIV infected.
Clift et a l (1993) administered a shortened version of Eysencks Impulsiveness 
Questionnaire to a fairly large number of heterosexual GUM patients. This 
questionnaire measures both impulsiveness and venturesomeness. 
Venturesomeness is reflected in situations where people are " well aware of the 
risk they might run but are prepared to chance it " whereas impulsiveness is 
"characteristic of people who act on the spur of the moment without being aware 
of any risk involved" (Eysenck and Eysenck, 1978). Clift et a l (1993) found men 
who reported not using condoms in the context of casual relationships during the 
last year were significantly more venturesome and those not using them on the last
occasion of intercourse were significantly more venturesome and impulsive. For 
women, those who reported non-use of condom with casual partner over the last 
year were significantly more impulsive.
The three studies cited above which employed the Eysenck Scales/Questionnaires 
support the notion that individual differences in personality effect HIV risk taking 
sexual behaviour.
It is probably true to say that Eysencks three factor model of personality has held 
sway amongst trait theorist for the past two decades. However, McCrae and John 
(1992) claim that a new consensus has emerged amongst trait theorist of a five 
factor model (FFM) of personality. This model consist of Neuroticism (N), 
Extraversion (E), Openness (O), Agreeableness (A), and Conscientiousness (C).
Eysencks P (which relates to sexual risk taking) is viewed by the five factor 
theorist has a combination of low C and low A, traits considered orthogonal within 
the FFM (Costa, McCrae & Dye, 1991). Eysenck’s data indicates that his 
Impulsiveness Questionnaire loads on both E and P. In the FFM, impulsiveness, 
is viewed as an inability to control craving and urges, loads on N whereas 
excitement seeking loads on E.
It has recently been claimed that the FFM is the most useful and comprehensive 
taxonomy for describing personality. Therefore, it is proposed that by 
administrating a test designed to measure the FFM to a large sample of GUM
8
attenders it may be possible to extend our understanding of HIV sexual risk 
taking.
9
PART 1: ACADEMIC REVIEWS
10
A Critical Review of the Use of Psychological Inventories 
in the Assessment of Personality Disorders.
11
The purpose of this paper is to review the use of psychological inventories in the 
assessment of personality disorder as detailed on the Axis II, of the Diagnostic 
and Statistical Manual for Mental Disorders (DSM III-R APA, 1987). First the 
nature of personality disorder as officially described in DSM III-R is examined. 
It will then be argued that the DSM III-R conceptualization of personality 
disorder inevitably leads to a poor correspondence between assessment based on 
interview data and assessment based on psychological test data. Finally it is 
concluded that personality inventories may measure dimensions relevant to 
treatment despite their apparent inability to diagnose accurately diagnoses DSM 
III-R personality disorders.
The diagnostic approach started by DSM III has succeeded in improving the 
reliability of diagnosis for Axis I, clinical syndromes eg depression, schizophrenia 
and anxiety disorder. Benjamin (1993) discusses how the symptoms of Axis I are 
much easier to define than those of personality disorder. In addition it is 
relatively easy to enquire during an interview whether symptoms of the clinical 
syndromes are present. One can simply ask; "Do you cry a lot?" and "Have you 
lost your appetite?". In comparison, Benjamin (1993) notes that the interviewer 
cannot ask: "Are you vain and demanding?" or "Are you manipulative and
exploitative?"
The symptoms of personality disorder as listed in DSM III-R (APA, 1987) seem 
to exist in all human beings. One may therefore ask how many of these symptoms
12
a person must have and for how long these symptoms must persist before a 
person is deemed to have a personality disorder. The "official" answer according 
to DSM III-R is that personality disorder’s exist when personality traits have 
become "inflexible and maladaptive and cause either significant impairment in 
social or occupational functioning or subjective distress"(APA, 1987, p335). 
However, DSM III-R does not appear to employ this definition in assigning a 
diagnosis.
The DSM III-R is a categorical diagnostic system. In normal practice, the DSM 
III-R is used and interpreted to make categorical distinctions (Carsons, 1991): 
one converts the number of symptoms to a categorical distinction on the basis of 
a cut-off point. Thus for example, one does not measure the extent to which a 
person is say borderline but rather the likelihood that a person has the borderline 
personality disorder. It should be noted that the cut off points on axis II are 
largely arbitrary. This is problematic for cases close to the boundaries as such 
cases may not be adequately characterized by the category on either side.
The DSM III-R Axis II has failed to define personality disorders in a manner that 
allows reliable diagnosis. For example, Mellsop et a l (1982) reported a clinical 
trial kappa of 0.41 for Axis II while DSM III reported a kappa of 0.54 when 
diagnosing personality disorders.
In conducting a psychiatric assessment the interviewer makes an evaluation of
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whether personality symptoms are present from the patient’s response to enquiries 
about history, relationships and how they have coped with difficulties in their life 
etc. In addition the interviewer may be guided by the patients presentation at 
interview. In effect the interviewer is highly influenced by both subjective and 
objective variables. This means that two distinct forms of error are possible. 
First, systematic error may be present due to a particular interviewer’s ’blind 
spots’, that is, an interviewer may consistently overlook particular signs of say 
psychopathy. Second, interviewers are highly likely to show random errors of 
judgement, that is, on a particular day interviewer X was overtired or feeling 
especially trusting etc.
Since personality inventories are administered and scored under standard 
conditions there should be much less random error or nonconstant error. Of 
course this form of "random error" may arise with psychological tests, as for 
example a particular patient may misinterpret the meaning of a test item. 
Nonetheless, standardized psychological tests potentially may show much greater 
reliability than clinical interviews. In this light personality inventories may be the 
instrument of choice for the assessment of personality disorder.
Personality tests provide information in dimensional form, that is, an individual 
receives a score on a dimensional scale. A number of authors, especially 
academic psychologists, (eg Widiger, 1993) have suggested that a categorical 
model of personality disorder will inevitably lead to poor interrater reliability and 
that a dimensional model would allow greater reliability. Heumann and Morey
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(1990) provided data that suggests dimensional judgements are more reliable than 
are categorical judgements. They asked five clinicians to complete five different 
judgement tasks for each of 10 case vignettes. The results of this exercise 
supported the contention that dimensional ratings of personality disorder are more 
reliable than categorical ones. However it should be noted that certain 
shortcomings in this study mean that this is only a first step in demonstrating the 
empirical superiority of a dimensional model to that of a categorical model. For 
example, the use of written case vignettes may not pertain exactly to live 
interviews. In addition only one categorical judgement was required in this study 
- whether the case satisfied the criteria for borderline personality disorder.
Interview data does not lend itself to a dimensional system of classification. Even 
manuals for structured interviews do not provide quantitative data, rather they list 
the features of each diagnosis and specify the information required for a diagnosis.
Self-report questionnaires obviously solicit subjective data, whereas an interview 
includes observational data that requires clinical judgement. Perry (1992) argues 
in favour of interviews rather than questionnaires. He suggests that for many of 
the symptoms involved in personality disorders (eg lack of empathy) a 
subject/patient might be expected to be a poor judge. He claims that 
phenomenon such as constricted affect or restricted emotionality requires an 
external judge, therefore, personality inventories will prove to be inadequate 
measures of personality disorder. However, this view appears to assume that test
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items must inevitably have face validity or obvious meaning to the subject for the 
individual to make a judgement. It can be argued that provided the items 
provoke a response that has an empirical association with the behaviour of 
interest the test will function as a measure. Many of the items of the MMPI are 
quite opaque (known as subtle items in the MMPI literature). The items of the 
MMPI are scored on 10 clinical and 3 validity scales to form a profile. The 
interpretation of these profiles is guided by "actuarial cookbooks", that is, scale 
elevations are empirically associated with certain clinical characteristics despite the 
fact that it is not at all obvious to the test-taker what the relevance of a number 
of the items are. In short, it may be argued that a personality test requires a 
reaction from subjects that is reliably associated with the behaviour to be 
measured; it does not require "insight" by the subject as to whether they do or do 
not have a symptom or trait.
A number of studies have compared the degree of agreement between personality 
inventories and structured interviews for personality disorders. Perry (1992) 
reviewed 9 studies that compared two or more Axis II diagnostic instruments 
administered to the same groups of subjects. Overall there was very poor 
agreement between self report measures and structured interviews (the median 
value across studies of the medium kappa within each study - the median of the 
median kappa values was 0.25, range 0.08-0.54). Zimmerman and Coryell (1990) 
employed the Structured Interview for Personality Disorders (SIDP) developed 
in their team and the Personality Disorder Questionnaire (PDQ) (Hyler et a l.
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1983) a self report inventory, with a mixed sample of 697 relatives of psychiatric 
patients and healthy controls. In this study significantly more patients had a 
personality disorder when examined by interview than by self report; however 
multiple diagnoses was more frequent with the PDQ (ie greater co-occurrence). 
The corresponding dimensional scores of the two measures were all significantly 
correlated; however, the concordance for the categorical diagnosis was poor. 
Zimmerman and Coryell (1990) concluded that questionnaire and interview 
assessment of personality disorder are generally poorly associated. However, 
Zimmermam and Coryell (1990) do not address the question of which approach 
is more valid.
Zimmerman and Coryell (1990) finding of greater co-occurring disorders with the 
questionnaire measure is of theoretical interest as is the higher agreement when 
dimensional scores were compared. Both findings are consistent with dimensional 
models of personality.
A study by Dubro et a l (1988) further illustrates the difficulty of using personality 
tests to make the categorical diagnosis required by Axis II. They compared three 
self report measures (MMPI personality disorder scales, Morey et a l 1985; MCMI, 
Millon 1982 and PDQ Hyler et al 1983) of personality disorder with a structured 
interview. The specificity of the questionnaires appeared quite poor. However, 
as Dubro et a l (1988) note the mediocre specificity may in part be due to the 
over diagnosis of patients who meet some criteria for a personality disorder but 
do not meet a sufficient number of criteria to make an axis II diagnosis. If the
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DSMIII-R were the diagnostic gold standard then these results would suggest that 
these Personality Inventories were severely lacking in validity. An alternative 
explanation is that the dimensional scales of tests retain useful information which 
is discarded by categorical classification. Thus the tests do not over diagnose; 
rather, they point to how the patient exhibits a range of personality characteristics.
As indicated above many studies examining the relationship between 
psychological inventories and DSM III personality disorders have found only a 
weak relationship (Perry, 1992). The problem is deciding whether the weak 
relationship is due to problems with the psychological tests as a measures of 
DSM III personality disorder or whether the constructs themselves are not useful. 
Hurt et al (1985) found that no specific MMPI profile correlated with DSM III 
borderline personality disorder. Indeed the main finding of patients with this 
diagnosis is that the patients tend to have abnormally high scores on the majority 
of the MMPI clinical scales. Hurt et al (1985) suggest that the failure of the 
MMPI to correlate with DSM III-R personality diagnosis is unsurprising as they 
can be homogeneous for some defining features but heterogeneous for other 
symptoms (DSMIII, Axis 1) and/or personality disorders. The MMPI items tap 
both personality traits and general psychopathological symptoms (Kline, 1993). 
Given this heterogenous item pool it is unlikely that there will be a particular 
MMPI profile sensitive to such personality disorders as borderline personality 
disorder. In addition, even the key disorder may not be homogeneous for defining 
features, for example there are 93 different combinations of DSMIII symptoms 
that will qualify for borderline personality disorder. Thus, patients must differ in
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the borderline symptomatology they possess. It is therefore not surprising for the 
patient to vary with respect to other covarities of diagnoses such as MMPI 
profiles.
Patients with DSM antisocial personality disorder also likely to produce a range 
of personality test profiles including quite diverse MMPI profiles because of the 
nature of the DSM antisocial personality construct. Blackburn (1988) argues that 
the DSM definition of antisocial personality disorder is essentially a set of 
irresponsible, delinquent and criminal acts, which are not in themselves features 
of personality, but are in fact examples of social deviance. He argues that social 
deviance is a conceptual category which is logically distinct from personality traits. 
Blackburn (1988) notes that the research clearly demonstrates that the "socially 
deviant population" is heterogeneous with respect to personality deviation. 
Unfortunately, the criteria for antisocial personality disorder are mainly socially 
deviant behaviours so it is to be anticipated that patients with this diagnosis will 
have varying profiles on personality inventories1.
Another significant problem with the DSM personality disorder constructs that 
almost certainly effects attempts to measure these disorders with psychological 
tests is the fact that there is no empirical support for the thresholds for 9 of the 
11 personality
1 Blackburn (1975) administered an inventory based on the MMPI, the Special Hospital 
Assessment o f Personality and Socialization (SHAPS) to special hospital patients legally classified as 
psychopathic and found they were heterogeneous for personality traits. Factor analysis o f this inventory 
suggested four patterns o f psychopathy: primary psychopath, secondary psychopath, controlled and 
inhibited.
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disorders in DSM III-R (Widiger, 1993). For example, the criteria of requiring 
5 out of 7 symptoms for the avoidant personality disorder is totally arbitrary; it 
arose from the consensus of the DSM advisory committee (Perry, 1992). 
Furthermore the thresholds for the DSMIII-R bear little resemblance to the 
definition of what makes personality traits into personality disorders (Widiger,
1993) ie inflexible and maladaptive trait causing functional impairment or 
subjective distress. For example, Widiger (1993) records how a DSMIII-R 
diagnosis of obsessive compulsive personality disorder requires five of nine 
criteria, yet a person with only four could have inflexible and maladaptive 
personality traits that would likely result in social and or occupational impairment 
or distress.
After reviewing problems with reliability and overlap, Frances and Widiger (1986) 
have questioned whether it is fruitless to try to use the classical medical model to 
diagnose personality. They suggested that it may not be possible to classify people 
in discrete categories such as Borderline Personality Disorder, Narcissistic 
Personality Disorder or Antisocial Personality Disorder. These authors propose 
that personality disordered individual might better be described on critically 
relevant underlying dimensions such as dominance - submission. Alternatively one 
could rate subjects on the axis II dimensions themselves as implemented by Millon 
(1982). Patients may be assessed on these latter dimensions using the Millon 
Multiaxial Inventory - II (Millon, 1987). This inventory is a 175 item objective 
true-false, psychodiagnostic instrument for use with psychiatric patients. The test 
consists of 22 clinical scales, thirteen of which are designed as measures of basic
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and pathological personality. They are derived from Millon’s theory of personality 
and coordinated with DSMIII-R Axis II. However, the claim that the inventory 
measures the dimensions directly coordinated with DSMIII-R has been strongly 
criticized (Wetzler, 1990). In Wetzler’s (1990) review it is noted that some scales 
such as Avoidant and Dependent are fairly compatible with DSM III-R whereas 
others clearly are not. Certainly, there is poor empirical agreement in a number 
of studies (Perry, 1992) that correlated the inventory with clinical interviews for 
DSMIII-R. But as mentioned above, reliably predicting disorders that are 
themselves unreliable is a tenuous task. Lewis and Harder (1990) suggest that the 
Millon inventories (MCMI & MCMI-II) may be better thought of as an 
assessment measure comprising various relevant dimensions - like the MMPI - 
than an instrument for specific and accurate diagnosis. One of the advantages 
over the MMPI is that it was developed out of a comprehensive clinical theory. 
Millon (1987) writes, "the scales and profile of the MCMI-II measure theory- 
derived variables directly and quantifiable. Since these variables are anchored to 
a broad-based and systematic theory, they suggest specific patient diagnosis and 
clinical hypotheses, as well as testable hypotheses about social history and current 
behaviour"(p3).
Millon’s theory rests on a set of three "metabiologic polarities" derived from 
evolutionary theory. These are: (a) a self-other dimension concerning the degree 
of orientation for reinforcement towards self (independence) or others 
(dependence); (b) the pleasure-pain dimension relating to the tendency to be 
attracted towards pleasure to avoid pain; and (c) the activity-passivity dimension
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measuring initiating vs reacting to events. The pleasure-pain dimension is 
combined with the self-other to form four categories: (i) independent (self­
orientated), (ii) dependent (other-oriented), (iii) ambivalent (self-other 
ambivalence), and (iv) detached (self-oriented with diminished ability to 
experience pleasure or pain). These four categories are crossed with active- 
passive dimension to form eight personality styles (eg active-dependent equal to 
DSM III-R histrionic personality disorder and passive -dependent equal to the 
DSMIII-R dependent personality disorder).
One might question which is more useful: assessment of patients on the actual 
dimensions of personality disorder as illustrated by Millon’s approach or 
assessment of patients on trait dimensions found through the psychometric 
analysis of personality inventories for normal populations. Recent work using a 
five factor model of personality has illustrated how the DSM personality disorders 
may be conceptualized as involving various mixtures of the factors of neuroticism, 
extraversion, openness, agreeableness and consciousness (Widiger and Costa,
1994). Those researchers (eg Costa and McCrae, 1990) exploring the relevance 
of the five factor model to personality disorders have employed the Neo 
Personality Inventory (Costa & McCrae, 1985), a test developed to measure the 
factors in non-clinical populations. Although a comprehensive edited book devoted 
to this topic has recently been published (Costa and Widiger, 1994) which clearly 
demonstrates the link between normal and abnormal personality, a number of 
problems remain with how to assess the personality of psychiatric patients. First, 
although numerous factor analyses of the Neo Personality Inventory have
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supported the five factor model it is possible that a residual factor not important 
in the general population (because it is homogeneous across the population) may 
emerge in psychiatric patients. This would be similar to the fact that the WAIS-R 
subtest of digit span correlates very poorly with general intelligence factor in 
normals but does become important as a factor in impaired patients. Second, the 
Neo Personality Inventory has no scales to check for response biases, in short, it 
would be very easy to fake this test. Third, although all self report instruments 
have difficulty separating state factors from trait factors the Neo Personality 
Inventory has no controls for this unlike the inventories designed by Millon.
Perhaps a more fundamental argument for assessing patients on the personality 
disorder dimensions rather than taking a trait approach would be if it can be 
demonstrated that certain forms of clinical expression (behaviour, cognition, 
affect) cluster together as do medical disorders to form types (Millon, 1994). 
According to Millon (1994) types are higher order syntheses of lower order 
dimensional traits; they encompass a wider scope of generality. It can be argued 
that this higher order syntheses is of greater utility for treatment planning. For 
example in Beck and Freeman’s influential book - Cognitive Therapy of 
Personality Disorder - the authors provide an extremely useful table (pages 54-55) 
of characteristics of personality disorders which includes the patients’ view of self, 
view of others, main beliefs and main behavioural strategies.
Millon’s inventories are intended to measure abnormal or disordered personality.
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They were normed on psychiatric patients and involve a system were raw scores 
are converted into base rate scores so that the proportion of patients who score 
above each scale’s cutoff point correspond to the actual prevalence of the disorder 
in a representative national population. This may be compared with most 
psychological tests which employ T scores were results over 70 are interpreted as 
abnormal. According to Wetzler (1990) Millon’s use of base rates rather than T 
scores is a significant psychometric advance for it allows a differentiation of 
psychiatric patients one from another. Most other psychological tests were 
designed to identify psychiatric patients from normal population or to describe 
normal personality features in healthy subjects.
This essay has questioned whether the DSM III-R should be held up as the 
goldstandard for the continued classification of abnormal personality. A 
dimensional system would appears to have a better correspondence to the clinical 
realities than the categorical DSM III-R. A classification system derived from 
psychological theory should produce more accurate predictions than the 
atheoretical DSM III-R. Self report inventories lend themselves to dimensional 
assessment. Recently Widiger (1993) has argued that patients should be assessed 
on the five factor theory of personality. He suggest that the assessment should 
examine if their standing on the five traits interfere with their functioning in their 
social, cultural and occupational environment. An alternative approach was 
Millon’s personality theory which seems to be a useful contender for the 
classification of abnormal personality. His inventories appear to have the 
"resolving power" to differentiate psychiatric patients on treatment relevant
24
dimensions.
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A critical review of morbid fear of HIV/AIDS phobia
This paper is concerned with those individuals who have a persistent fear of HIV 
infection despite repeatedly receiving an HIV negative test result. After a 
delineating the spectrum of HIV/AIDS fear, the paper focuses on those 
individuals whose persistent concerns may be described as HIV illness phobia. 
The paper addresses the issue whether this group of patients should be 
conceptualized as having a simple phobia, hypochondriasis or an obsessive- 
compulsive disorder. Finally, an initial functional analysis of HIV illness phobia 
will be presented.
Following the identification of AIDS in the early 1980’s and subsequent media 
attention and government publicity, a significant number of individuals from the 
general population whose objective risk of contracting HIV was very low became 
fearful of infection. Telephone helplines were established and for the majority of 
callers it appears that their concerns were transitory. However, the fear of HIV 
in some individuals continued unabated despite repeated negative HIV test 
results, counselling and information.
A variety of psychiatric diagnoses and labels have been applied to individuals who 
are excessively concerned about HIV infection, including ’worried well’ (Miller, 
Acton & Hedge, 1988), AIDS phobia (Jacob, John, Verghese, & John, 1987), 
AIDS panic (Windgasson & Soni, 1987) and pseudo AIDS (Miller, Green, Farmer 
& Carrol, 1985). This range of terms has been a source of confusion as it appears 
they have been applied in similar contexts (King, 1993). It may be useful to view
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peoples’ fear of HIV on a spectrum from transitory concerns which are easily 
reassured by counselling and information giving through to a persistent fear of 
infection, with the extreme of the spectrum made up of individuals with delusional 
conviction of HIV infection. Finally, there are a small number of cases of an 
AIDS variant of Munchausen’s syndrome (Kavalier, 1989; Churchill, De Cock & 
Miller, 1994). Where an individual falls on the spectrum will depend on a 
number of complex factors including the objective degree and type of risk for 
HIV, their background including previous psychiatric history as well as their 
personality (King, 1993).
Patients who have a delusional conviction of their HIV infection usually do not 
seek HIV testing probably because objective confirmation of the illness is 
unnecessary when the individual is totally convinced of his or her infection (King, 
1993). After an examination of published case studies of delusional conviction of 
HIV, King (1993) concluded that there is little unique to this syndrome: it is 
simply a contemporary expression of guilty delusions of venereal disease that has 
long been observed in some cases of psychotic depression.
Persistent fear of HIV can arise in the context of a wide range of 
psychopathology, both psychotic and non-psychotic (Riccio and Thompson, 1987). 
If an individual presents with fear of HIV but assessment indicates an underlying 
psychiatric disorder (eg major depression or obsessive-compulsive disorder) it is 
quite misleading to apply the label "worried well", "pseudo AIDS", "AIDS panic" 
or any of the other terms coined in the mid-1980’s to describe excessive concerns
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with HIV (Lipkin, 1988; O’Brien, 1987). Nonetheless, there are some individuals 
where the dominant difficulty appears to be a persistent fear of HIV who do not 
evidence a separate or underlying psychiatric disorder. It is this clinical 
presentation that will be the focus of the remainder of the paper.
Miller et al (1988) described the presenting and background phenomenology of 
19 patients with persistent fear of HIV (labelled "worried well" by these authors). 
According to Miller et al (1988) "almost all their subjects showed an unshakable 
and anxiety-laden conviction that they had HIV infection or disease, as indicated 
to them by the presence of anxiety-based physical features which they had 
misinterpreted as signs of HIV disease" (pl59). Miller et al (1988) also described 
the consistent appearance of obsessive ruminations centred on images and 
thoughts of HIV disease and death; past perceived sexual risks; threats to lovers 
and family; and dirtiness or infectivity of bodily fluids. The patients engaged in 
repeated reassurance seeking and compulsive body checking where they examined 
themselves for any signs of AIDS. Other compulsions noted by Miller et al 
(1988) were excessive washing of clothes, shared bathrooms etc.
Miller et al ’s 19 patients showed a fairly consistent pattern of having problems 
in the expression of sexual desire or attachment, sometimes associated with 
religious or family imperatives on sexual expression. Accordingly Miller et al 
noted that this pattern tended to result in high levels of guilt and covert or 
closeted sexual experiences. For example in the heterosexual patients (6 male and 
2 female) guilt provoking sexual activity involved marital infidelity or stable
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emotional relationships prior to marriage which were not divulged to subsequent 
spouses. Difficulties in acceptance of their homosexuality was noted for the 
bisexual and homosexual patients. A further conspicuous feature in 13 of the 19 
patients was that of social isolation or high dependence in existing stable 
relationships.
Although the current author has seen four cases in the last 12 months whose 
presentation and background were similar to those described by Miller et al. 
(1988) and other published cases appear similar (eg Salt et a l, 1989; Todd, 1989; 
Hall & Dunkley, 1989), it is important to remember that clinic samples can be 
variously biased. A clinic sample of 13 from India (Jacob et al 1989), for example, 
showed rather different clinical presentation and background. These Indian 
patients had a past history of promiscuous heterosexual behaviour and were 
classified under DSM III (APA, 1980) as either Generalized Anxiety Disorder or 
Atypical Anxiety Disorder.2
Logsdail et al (1991) assert, consistent with Marks’ (1987), that when fear of HIV 
is the dominant problem in the patients’ presentation then the correct diagnosis 
is illness phobia, a form of hypochondriasis. Kellner (1992) explains that in the 
past two centuries hypochondriasis has come to mean either a false belief of 
having a disease ("illness conviction") or exaggerated fear of acquiring a disease
2 It is interesting to note that the patients’ scores on the Indian translation of the Eysenck 
Personality Questionnaire showed that as a group they scored low on extraversion, high on neuroticism  
and low on psychoticism. This is a profile one might hypothesis to be present in the cases described by 
Miller et al (1988).
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i.e. afraid of becoming ill ("illness phobia"). Thus, illness phobia can occur in the 
absence of conviction of having a disease (Marks, 1987). Salkovskis and Clark 
(1993) in a recent review of the cognitive therapy formulation of hypochondriasis 
suggest that illness phobia closely resembles simple phobia. In consequence they 
exclude it from their cognitive formulation which high-lights self focused 
misinterpretation of bodily changes or variations as the source of hypochondriacal 
anxiety. However, the degree to which patients with persistent fear of HIV 
exhibit signs of illness conviction seems to vary from case to case (gleaned from 
both the published cases and my own patients). Therefore Salkovskis and Clark’s 
(1993) cognitive therapy formulation of hypochondriasis may prove helpful in 
dealing with those patients whose persistent fear of HIV includes illness 
conviction, not just illness phobia.
Patients with persistent fear of HIV very often show associated obsessive- 
compulsive symptomology (as shown by Miller et al 1988 cohort discussed above). 
In fact these patients’ behaviour seems to resemble both phobic and obsessive- 
compulsive states. However, there are differences (as well as similarities) between 
obsessive-compulsive disorder and hypochondriasis. Barsky (1992) notes that the 
hypochondriac views their disease beliefs and fears as realistic, appropriate, 
sensible and totally justified, whereas the obsessive-compulsive patient’s ideation 
is experienced as an abnormal mental event, something irrational, senseless and 
unrealistic. He further emphasizes how the hypochondriacal patient experiences 
no internal resistance to his or her thoughts about ill health: the hypochondriac’s 
only resistance is to others who do not believe them or dismiss their concerns.
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This is in contrast to the obsessive-compulsive phenomenology where the patient 
attempts to suppress, ignore or neutralize the obsessions. One final difference in 
the phenomenology of the two disorders is that the cognitive activity of the 
hypochondriac may be considered to form a set of organizing principals - a way 
of interpreting information pertaining to health. Conversely, obsessions in 
obsessive-compulsive disorder are disconnected intrusive thoughts that disrupt the 
individuals’ train of thought.
Despite the apparent ease in making some distinctions between obsessive- 
compulsive disorder and hypochondriasis, the phenomenology of persistent fear 
of HIV is not easily assigned to one or the other disorder although the case may 
be stronger for hypochondriasis. It seems the patients usually do not see their 
thoughts as senseless and they believe they are realistic. The patients seem to 
give little resistance to their thoughts. However, obsessions themselves often 
involve fear of illness or contamination (Akhtar, 1975).
Barsky (1992) suggests that where illness phobia dominates the clinical picture 
rather than illness conviction, then the hypochondriasis may be closer to the 
anxiety disorders including obsessive-compulsive disorder. Patients with persistent 
fear of HIV often have obsessive-compulsive thoughts and rituals not centring on 
HIV/AIDS. For example, in Logsdail et a l ’s (1991) series of seven patients, three 
had unrelated non-HIV obsessive-compulsive symptomology3.
3 In my own practice three o f the four patients that I have seen with persistent fear o f HIV  
have all had preexisting obsessive-compulsive rituals and thoughts unrelated to HIV/AIDS. Indeed all 
three patients had checking rituals involving household appliances. These rituals appeared to involve the
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Guilt is reported in most of the case studies of patients who feared infection with 
HIV and it is well known that guilt often features in obsessive compulsive 
disorder. Niler and Beck (1989) found that guilt was the strongest predictor of 
the frequency, difficulty of dismissal and distress of intrusive thoughts and 
compulsive rituals among a sample of college students. Rachman (1993) links 
guilt in obsessive-compulsive disorder to the concept of inflated sense of 
responsibility (this concept was emphasized in Salkovskis’ (1985) model of 
obsessive compulsive disorder). In obsessive compulsive disorder the patient feels 
unduly responsible for an unwanted thought and its significance (Rachman, 1993). 
It seems clear from Rachman’s paper that distress and guilt will also follow from 
actions or omission that transgress the strict sense of responsibility. Rachman 
(1993) suggests that the inclination to over-interpret the significance of intrusive 
thoughts can be taught by direct instruction, moral or religious.
Rachman (1993) considered that in hypochondriasis, for example about cancer, 
the threat is considered to be outside the individual’s control, thus such a patient 
will feel little or no responsibility and consequently little or no guilt. Conversely, 
Rachman (1993) states that "when the personal responsibility increases then the 
probability of guilt increases" (p 153). This is exactly what we seem to have in 
many cases of persistent fear of HIV. These patients’ believe HIV infection is 
within their control. As discussed above many of the published case studies 
showed a pattern of the patients’ having problems in the expression of sexual 
desire and guilt arising from covert sexual experiences such as infidelity (Miller et
inflated sense o f responsibility identified by such researchers as Rachman (1993).
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al 1988).4
Recent work by Van Oppen and Arntz (1994) on a cognitive therapy formulation 
of obsessive-compulsive disorder may be helpful in understanding why patients 
with persistent fear of HIV often suffer with both anxiety symptoms and 
depression. The cognitive formulation of Van Oppen and Arntz (1994) stresses 
the importance of both the perception of danger and of responsibility. They 
propose a matrix where danger and responsibility are represented on two separate 
dimensions. On the danger dimension a distinction is made between a dangerous 
event that has led to a catastrophe in the past and a dangerous event that may 
occur in the future. On the responsibility dimension a distinction is made 
between high and low responsibility for the act. The authors suggest that a 
number of psychopathological problems can be located in their matrix. Thus, low 
self-esteem with guilt and depression is the combination of perceived high 
responsibility for an event that took place in the past and which is evaluated as 
very negative (catastrophic). Obsessive-compulsive checking would be high 
responsibility for future catastrophe. They suggest that obsessive-compulsive 
disorder "can be described as a condition in which the subject tries to avoid the 
depressive position of being guilty, being worthless or having failed, by performing 
rituals"(p 82). We may now consider where persistent fear of HIV may lie on this 
matrix.
4 The ’transgression’ may appear very minor to the clinician but to the individual with a strict 
sense o f duty the guilt may be very hard to bear. For example in two o f my own patients the transgression 
involved going to ’seedy’ bars whilst on business trips and there was no actual infidelity.
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In persistent fear of HIV, patients often express thoughts suggestive of perceived 
high responsibility which is also very negative or catastrophic such as "I should not 
have been in that bar as prostitutes work there and what if the glass I drank from 
were infected by one of the prostitutes". This position on the matrix would lead 
to both guilt and low-mood. However, the patients often also show high 
responsibility for future catastrophe, the pattern suggested by Van Oppen and 
Arntz (1994) for obsessive-compulsive checkers. For example, a patient who 
worked in a hospital in a role that put him at minimal risk said: "I must take great 
care at work for it would be all my fault if my carelessness lead to my wife 
becoming infected." Patients with such beliefs would be expected to suffer with 
excessive checking with high levels of worry and anxiety.
Owen and Ashcroft (1982) illustrate how ’functional analysis’ may be of great 
value in clinical psychology practice and therefore in treating persistent fear of 
HIV. However it is recognized that certain features of the model may not apply 
in every case and that variables may need to be added for other cases. Owens 
and Ashcroft (1982) together with more recent papers (eg Jackson et al. 1987; 
Owens and Bagshaw, 1985; Slade, 1982) show how to conduct a functional 
analysis. A functional analysis is concerned with specifying the variables of which 
behaviour is a function and determining the form of the relationships between the 
behaviour and the relevant variables (see Owen and Ashcroft, 1982 for a full
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Figure 1- A functional analysis of persistent fear of HIV
Negative automatic thoughts. 
Cognitive distortions
Negative Negative reinforcement i e -
results given reduction in worry.
Guilty 
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Ask for HIV test- 
Reassurance seeking *
V X
Worry about HIV
V
Triggering event
y
Find him/her self 
in risk situation
prevents habituation o f fear
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Avoidance of images-esp. 
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once.
prevents habituation o f fear
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avoidance conflict HIV/AIDS information.
/ \  ....—-----
Perfectionistic tendencies
AVOIDANCE: sexual relationships 
and other 'dangerous situations'.
Doubt
Fear o f taking risk Jf Need for absolute certainty
Dysfunctional assumptions 
If things go wrong it is because I am 
careless. If I transgress than I am bad
Core Beliefs
Negative beliefs about the self (i.e. I am bad. I deserve punishment.) 
Superstitious beliefs about death (e.g.- there exists a state o f external 
 ______________  abandonment).
description). A similar flowchart model to that given in both Slade (1982) and 
Jackson et al (1987) is presented here for persistent fear of HIV (see figure 1). 
The model here proposes that patients with certain background factors or internal 
antecedents are vulnerable to the development of fear of HIV. It is suggested 
that these factors consist of core beliefs (eg I am bad) and conditional beliefs or 
dysfunctional assumptions where the belief is in the form of a "If then" rule (eg 
If things go wrong it is because I am careless and this means I bad). This part of 
the analysis borrows from the theoretical framework of Aaron Beck and other 
cognitive therapists (Beck, Emery and Greenberg, 1985; Persons, 1989). Wells 
and Hackmann (1993) employed guided imagery to explore and probe for core 
beliefs in ten patients ( three appear concerned with HIV) with DSM III-R 
hypochondriasis. They found that the patients had both negative beliefs about the 
self (eg I am inadequate) and rather superstitious beliefs about death (eg death 
means that I shall be eternally aware of how well everyone is getting on without 
me, as a punishment). Of course negative beliefs about the self are common in 
many forms of psychopathology but Wells and Hackmann (1993) suggest it may 
be that the conjunction of particular beliefs about the self and beliefs about the 
implications of death and illness that render the individual vulnerable to health 
anxiety.
Perfectionistic tendencies, need for absolute certainty and fear of taking risks are 
noted characteristics in obsessive compulsive disorder5. Frost et al (1994)
5 Although perfectionistic tendencies, need for absolute certainty and fear o f taking risks are 
commonly seen in patients diagnosed with obsessive compulsive disorder these features are not listed in 
the DSM III-R diagnosis. In fact, these features are central to another disorder on the axis II o f the DSM
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recently found evidence for these clinical observations in two samples of 
subclinical obsessive compulsive disorder. Steketee and Frost (1994) also found 
that a newly developed measure of "every day risk taking" successfully 
differentiated patients with obsessive compulsive disorder from non-clinical 
subjects. This feature of low risk taking or risk aversion seems to apply to the 
patients with persistent fear of HIV6. Frost et al (1994) suggests that fear of 
taking risks may lead to a vigilance against errors in anxiety-provoking situations 
or to avoidance of those situations. Miller et al. (1988) reports that their 19 
patients with persistent fear of HIV typically had a history of low-risk sexual 
experience. The patients would argue for the development of monogamous, 
heterosexual or celibate lifestyle to reduce the likelihood of future HIV infection 
(Miller et al 1988).
The avoidance of sexual relationships may prevent the individual from learning 
to take some risks. Nonetheless, at some point this ’over restraint’ (alternatively 
it may be thought of as an approach-avoidance conflict) is likely to break-down 
either because of circumstances (away on a business trip) or the desire for sexual 
fulfillment becomes so great. Thus the individual finds him/her-self in the ’risk
III-R: namely, obsessive compulsive personality disorder defined as a pervasive pattern o f perfectionism  
and inflexibility. Obsession and compulsions are not symptomatic o f this personality disorder rather the 
individual is prone to excessive internal debate and rumination. Although they may engage in excessive 
checking o f their work etc typically they experience this as appropriate carefulness and thoughtfulness.
6 In order to test the hypothesis that patients with persistent fear o f HIV have a general 
fear o f risk taking I have started administering Steketee & Frost (1994) Everyday Risk Inventory. The 
three patients that I have administered this questionnaire to have produced scores consistent with Steketee
& Frost (1994) OCD patient group and significantly lower than their non-patient group suggesting that 
these three patients suffer from a general risk aversion. This use o f questionnaires is an example o f how 
aspects o f the functional analysis can be tested in routine clinical practice.
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situation’ which is the antecedent for worry.
The immediate antecedent or triggering event in the functional analysis involves 
the perception of having taken a risk. Worry and guilt follow. The patient’s 
perception of having transgressed his or her conditional beliefs or dysfunctional 
assumptions leads to guilty thoughts and may confirm their core beliefs. The 
worry seems to drive the patient to seek professional reassurance and an HIV 
antibody test. Two vicious cycles appear to maintain the worry. First whilst the 
receipt of a negative test result initially provides reassurance and a reduction in 
worry (hence it functions to negatively reinforce the requests for HIV tests) it 
prevents habituation of the patient’s fear. Hence the patient repeatedly returns 
for further HIV tests. In both hypochondriasis and obsessive compulsive disorder 
it is recognized that the provision of repeated reassurance can reinforce and 
prolong the patient’s fears (Warwick and Salkovskis, 1985). The need for absolute 
certainty soon allows for the generation of new worries eg what if the test result 
was misread and what if I have picked up another infection or there is an 
unknown strain of the virus. This may result in excessive attention to HIV/AIDS 
information and hypervigilance to ’dangerous’ situations.
The final ’loop’ or vicious cycle in the functional analysis is the possibility that the 
worry may serve as an avoidance of unpleasant images especially death (Borkovec 
and Inz 1990). Such an avoidance may retard emotional processing or 
habituation of fear.
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Whilst functional analysis is conventionally idiographic, nomothetical models based 
on functional analysis have been presented for a range of disorders (eg Slade, 
1982; Jackson et al 1987) and may serve as a useful guide for assessment of 
individual cases. Turkat and Maisto (1985) argues that clinicians who can clearly 
specify and make some initial test of a functional analysis can play an active part 
in the initial development of scientific knowledge of psychopathological conditions 
that are poorly understood. They demonstrate that the busy clinician can 
informally test some of the hypothesis contained in a functional analysis by, for 
example, administering particular questionnaires relevant to the hypothesis rather 
than administering a general test battery before hypothesis have been generated. 
In addition, the functional analysis makes certain predictions about behaviour, and 
systematic questioning of the patient and behavioural experiments can test these 
hypotheses. For example, the functional analysis predicts that worry serves to 
avoid emotionally painful images such as death. The patient can be closely 
questioned about any intrusive images and also be taken through some guided 
imagery whilst they continuously rating their subjective level of anxiety.
This functional analysis has a number of therapeutic implications. The finding 
that persistent fear of HIV overlaps with both hypochondriasis and obsessive 
compulsive disorder suggests that techniques developed for these disorders should 
be relevant. More specifically the cycle of repeated HIV testing that prevents 
habituation of the fear can be broken by explaining to both the patient and the 
medical staff involved in their care that future testing will only serve to prolong 
patient’s fear. Exposure in imagination can be used to break the second cycle
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where worry acts as an avoidance of emotional imagery. A recent protocol of 
"worry exposure therapy" for generalized anxiety by Brown, O’Leary and Barlow 
(1993) provides useful guidance on how this may be carried out. Guided imagery 
may also prove useful in eliciting the patients beliefs (Wells and Hackman, 1993) 
which can then be challenged and restructured.
Conclusion
This paper initially addressed the diagnostic confusion that arose in the mid-1980’s 
when patients with persistent fear of HIV first came to the attention of mental 
health professionals. It was shown that detailed assessment may reveal that some 
patients’ fear of HIV is secondary to a psychiatric illness. The paper then focused 
on those patients whose fear of HIV is not secondary but dominates the clinical 
picture. The clinical picture was examined in the light of what is known about 
obsessive compulsive disorder and hypochondriasis, and it was concluded that a 
persistent fear of HIV appears to overlap with both these conditions. The overlap 
with obsessive compulsive disorder highlights the importance of implementing 
response prevention techniques as a treatment for patients excessive reassurance 
seeking including requests for repeated HIV testing. The overlap with 
hypochondriasis points to the likelihood that the patients will have beliefs that 
result in their misinterpretation of signs or symptoms. Finally a functional 
analysis was presented. Functional analysis was shown to generate testable 
hypothesis such as risk aversion as a predisposing factor for persistent fear of 
HIV. The functional analysis suggested a number of treatment possibilities, for 
example, imaginai exposure as a treatment for the avoidance of frightening
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images.
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Management of sexual dysfunction in gay men with HIV disease
50
Introduction
Sexual dysfunction is common in gay men with HIV disease, yet there is little 
scientific psychological literature on the subject. Although it is clear that organic 
factors often play an important role in the sexual dysfunction of men with 
advanced HIV disease or full blown AIDS it is often difficult to disentangle what 
factors contribute to dysfunction in earlier stages of the disease. In this essay I 
discuss a range of factors that may contribute to sexual dysfunction in gay men 
with HIV. I then examine possible interactions between physical pathology and 
psychological processes. Finally, I address when and what kind of psychological 
treatment may prove to be useful for the HIV gay man with sexual dysfunction.
The importance of sexual functioning
Zilbergeld (1979) asserts that maintaining a positive sense of sexuality is essential 
to the well-being of individuals with serious illness. It may provide individuals with 
temporary relief from brutal realities of living with a terminal illness like AIDS. 
Sexual activity often involves the giving and receiving of pleasure and intimate 
contact with a partner; both these aspects of sexual activity may help an individual 
feel good about himself (Anderson and Wolf, 1986). Recent work by Burgess 
(January, 1995) with gay men living with HIV disease which employed a 
psychometric measure of quality of life has shown that sexual functioning is 
significantly correlated with their overall ratings of the quality of their lives.
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Since sexual dysfunctions are common in gay men with HIV disease (prevalence 
data presented below) and adequate sexual functioning is important to many gay 
men in terms of their quality of life, it is unfortunate that psychological literature 
does not deal with these issues. For example, two recent clinical psychology 
review papers (Kalichman & Sikkema, 1994; Mulder & Antoni, 1994) addressing 
the psychological sequelae of HIV infection in gay men failed to even mention 
sexual dysfunctions. This is quite an omission given the nature of these articles 
and demonstrates that "the impact of chronic illness on sexual behaviour is often 
overlooked in clinical care and research" (Anderson & Wolf, 1986: p 168).
Prevalence and type of dysfunction
Various recent studies have shown that gay men with HIV have a high prevalence 
of sexual dysfunction (Dobbs et al, 1988, Catalan el a l, 1992, Dupras and 
Morisset, 1993, Tindall el al, 1994). Catalan et al. (1992) compared 24 HIV 
seropositive gay men with a control group of 25 seronegative gay men on a 
number of psychological measures including sexual functioning. Seventy nine 
percent of their HIV positive sample were asymptomatic. Their results 
demonstrated that infection with HIV had an adverse effect on sexual functioning 
(75% reported loss of interest and 38% erectile dysfunction). Delayed ejaculation 
was reported by 38% of the HIV positive men compared with 6% of the HIV 
negative men. This high prevalence of delayed ejaculation is noteworthy as this 
dysfunction is a relatively uncommon complaint (Catalan el al 1990), although 
Paff (1985) in an uncontrolled survey of therapists, reported that gay men seek
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treatment for this complaint more often than heterosexual men. Nonetheless, 
Jones et al (1994) reported that 20% of their albeit small sample of HIV positive 
men with haemophilia (N=24) also suffer with delayed ejaculation. Whilst this 
figure for delayed ejaculation in men with haemophilia is not as high as that found 
in the gay men with HIV it is still considerably higher than that found in sexual 
problem clinics where the rate is 3-6% (Catalan, Hawton and Day, 1990). One 
may speculate that the explanation for the high rate of delayed ejaculation in the 
HIV positive gay men involves both factors related to the HIV disease and 
psychological processes that are more commonly found in gay men in general, for 
example it may be that gay men have more difficulty with intimacy (Colgan,
1987)7.
This then raises the question of whether the degree of sexual dysfunction is 
correlated with HIV disease progression. Unfortunately, the sample size of 
Catalan’s study (Catalan et al, 1992; Jones et al, 1994) is small (N=24) , 
containing few men with advanced HIV; it is therefore impossible to ascertain 
from their data whether disease stage changes the probability of sexual 
dysfunctions. However, recent data (Tindal et a l, 1994) on a sample of 149 
patients with advanced HIV disease showed that those patients with a clinical 
diagnosis of AIDS were significantly more likely to report sexual dysfunction than 
subjects with AIDS-related-complex (ARC). Difficulty in both maintaining an 
erection and in achieving ejaculation was the most frequently cited dysfunction in
7 A  number o f my gay male patients seeking help for sexual difficulties have reported that 
delayed ejaculation occurs only in their primary relationship and not with casual partners
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both AIDS subjects and ARC subjects. Tindal et al (1994) concluded their report 
by noting that the gradual onset of sexual dysfunction reported by their patients 
and the fact that the majority of reported dysfunction occurred both during 
masturbation and with sexual partners points to a primarily organic rather than 
psychogenic basis.
Organic versus psychogenic cause of sexual dysfunction
Ascertaining whether organic factors or psychogenic factors are the basis for 
sexual dysfunctions has been a vexed topic in the sexual dysfunction (especially 
erectile dysfunction) literature for a number of years. In a review article ten years 
ago LoPiccolo (1985) noted that "the major focus of recent work on erectile 
failure has been on differential diagnosis" (p.219). Differential diagnosis has been 
attempted with both psychological tests and non-invasive physiological monitoring. 
As far as psychological tests are concerned, initial success in research trials has 
usually been followed by replication failure. For example, the MMPI successfully 
differentiated organic from psychogenic in an early study by Beutler et al. (1975) 
but in later studies the classification success using the MMPI was little better than 
chance (Marshall et a l, 1980).
Studies using questionnaires that more directly tap sexual functioning have fared 
better at identifying whether the cause of erectile dysfunction is organic or 
psychogenic. For example, a recent study by Speckens et a l (1993) compared a 
questionnaire (Leiden Impotence Questionnaire) that directly sought information
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on symtomology with a classification based on an extensive urological and 
psychiatric evaluation. Their results were that a logistic regression model 
including six items from the questionnaire correctly identified psychogenic erectile 
disorder in 62% of the cases, and organic erectile disorder in 86% with an overall 
correct classification rate of 76%. Additional items from the questionnaire 
regarding sexual intercourse and the relationship in patients who had partners 
improved the classification with an overall correct rate of 87%. Although 
Speckens et a l (1993) appear to have produced promising data they did not 
provide a full analysis in terms of sensitivity, specificity, positive predictive power 
(PPP) and negative predictive power (NPP) .8
A rather expensive non-invasive physiological recording method - nocturnal penile 
tumescence (NPT) - has been used to differentiate whether an individual’s erectile 
dysfunction is due to organic or psychogenic factors. The demonstration of 
normal NPT implies that the patients erectile failure is due to psychological or 
situational factors. However, Thase et al (1987) found that depressed men can 
have NPT profiles suggestive of organic dysfunction. Various studies have shown 
quite high (15-20%) false negative and false positive results (see Mohr & Beutler, 
1990). Portable devices for home measurement of NPT are less expensive than
8 For the clinician the PPP is the probability that the test taker really does have the 
disorder when the test is positive. The NPP is the probability that the disorder is absent given that the test 
is negative. The predictive power indices (PPP and NPP) are influenced by both the prevalence o f the 
disorder in the population and the sensitivity and the specificity o f the test. The PPP decreases as 
prevalence decreases so that even highly sensitive and specific tests have low PPP when used in samples 
that have very few individuals with the disorder. This means that a questionnaire, particularly one with 
modest sensitivity, could produce very poor PPP in a population where the prevalence o f the disorder is 
rare
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the sleep laboratory NPT study but results are often compromised by such 
problems as failure to fasten the device correctly.
Although studies continue to be published that attempt differential diagnosis of 
organic and psychogenic erectile disorder there is increasing recognition that a 
simple dichotomy is inadequate and misleading. LoPiccolo (1985) suggests that 
organic and psychological intactness are on orthogonal dimensions. Thus a man 
may be high in both organic and psychogenic causation of erectile failure, low in 
both factors, or any combination of high on one and low on the other. This 
assertion of orthogonal dimensions seems to be logically correct. No wonder then 
that neither psychological tests nor NPT can put men with erectile failure reliably 
into two categories!
What is required in managing the gay man with HIV and erectile difficulties is an 
assessment and understanding of how the many possible factors - organic and 
psychological - are leading to dysfunction.
Interaction of psychological and organic factors
Medical providers caring for chronically ill patients appear to focus more on the 
physiological rather than the psychological aspects of sexual problems (Anderson 
and Wolf, 1986). Zilbergeld (1979) suggests that physicians caring for patients 
with chronic medical conditions frequently assume that the causes of sexual
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dysfunction are disease-based, with psychological reaction of the patient, partners 
and family rarely considered as contributing to the sexual difficulties. This 
assertion was made before the identification of AIDS and there appears to be no 
empirical research that addresses how physicians routinely consider the HIV 
positive man with sexual difficulties. Nonetheless, one might anticipate (given the 
discussion above that there is a failure to put organic and psychological factors on 
orthogonal dimensions) that should a patient with HIV suffer from a complication 
known to be related to erectile problems clinical staff are likely to neglect possible 
psychological determinants. This could result in the discouraging message that 
there is nothing that can be done about the patient’s erectile problems when 
possibly correction of psychological factors might allow the patient to continue to 
function sexually.
Notwithstanding the tendency of medical provision to focus on the organic 
determinants, sexual dysfunction appears to arise from a complex interaction of 
many organic and psychological factors. From an organic perspective HIV disease 
may affect any number of the body systems including: neurologic, hormonal, 
endocrine, musculature as well as specific organs. At the psychological level 
receiving an HIV diagnosis and then later various AIDS defining diagnoses often 
produces crises that trigger strong emotional/adjustment reactions (Kalichman & 
Sikkema, 1994). Moreover some HIV related illnesses affect physique; this may 
challenge a man’s sense of sexual desirability as he is forced to adapt his sense of 
self to include an altered and impaired body. Even in the early stages of HIV 
infection the man faces many feelings that may interfere with sexual functioning,
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eg guilt regarding infection, fear of contaminating others, fear of death and so on.
An information processing model of erectile dysfunction may help us understand 
the interaction of organic and psychological factors. Barlow (1986) posits that 
cognitive interference processes interact with autonomic arousal to produce 
erectile dysfunction. Thus, the immediate cause of erectile failure is a focus on 
nonsexual, task-irrelevant concerns within a sexual context. This attentional focus 
is made sharper by autonomic arousal, that is, the man becomes less and less 
focused on erotica or erotic thoughts the more there is autonomic arousal. 
Applying Barlow’s (1986) work to the gay man with HIV one can postulate that 
in the early stages of HIV disease, where organic factors are likely to be minimal, 
the man may be suffering with negative affectivity (due to adjustment reactions) 
which leads to distraction from erotic thought and images leading to erectile 
failures. These failures may lead to the development of an expectancy of failure. 
Such expectancies may prime the man to notice insufficiencies in erectile function 
in latter encounters, again leading to the focus on nonsexual task-irrelevant 
thoughts and images. One may hypothesise that men who have experienced 
erectile problems in the past are cognitively primed to notice even the smallest 
changes in erectile capacity due to declining health. In Barlow’s model, during a 
sexual encounter the man with erectile dysfunction becomes increasingly focused 
on the consequences of not performing - not a sexy thought! Failure follows and 
the man may then develop an approach-avoidance conflict or an outright 
avoidance of sexual activity, thus propagating a vicious cycle.
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Even when organic factors predominate in causing sexual dysfunction 
psychological factors will also play a role. Because erectile functioning is central 
to a man’s sense of masculinity (see Zilbergeld, 1992) he will necessarily appraise 
and react emotionally to any failure in erectile functioning regardless of cause. 
Even if organic factors make erections impossible, consideration of psychological 
factors is still worthwhile as anxiety about the erectile failure may make any form 
of intimacy such as touching difficult.
There is some work with diabetic patients who show clear organic pathology of 
erectile functioning, that psychological therapy can be helpful in dealing with their 
sexual difficulties. The clinical experience of Schiavi (1980) and Renshaw (1978) 
with diabetics is that even men with clear organic pathology of the erectile 
mechanism benefit from psychological therapy (which included both sex therapy 
prescriptions and cognitive restructuring), resulting in increased erectile capacity. 
Of course clinical experience is not the same kind of proof as controlled trials.
Psychological factors that may contribute to sexual difficulties in HIV positive gay 
men
A number of psychological factors have been highlighted (generally in 
uncontrolled case study material) as possible contributors to sexual dysfunctions 
in gay men. Unfortunately there has been no empirical test of whether these 
factors do contribute to sexual dysfunction. According to Coleman and Reece
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(1988) therapists need to address the intrapersonal, interpersonal and 
sociocultural issues that concern gay men - and that contribute to sexual 
dysfunction - if they are to treat successfully the sexual difficulties. Coleman and 
Reece (1988) suggest that gay men are at risk for chemical dependency (Evans 
et a l, 1987), a factor known to affect sexual functioning. At the intrapsychic level 
they suggest that the stigma of homosexuality may interfere with the development 
of a positive sexual self concept. If it is true that a lack of positive sexual self 
concept contributes to sexual difficulties in some gay men, then this notion could 
be integrated into Barlow’s model (Cranston-Cuebas and Barlow, 1990). For one 
may speculate that a negative sexual self concept might lead to negative affectivity 
in sexual contexts and thus distract the individual from sexual stimuli9. Kaplan 
(1979) suggested that difficulties with intimacy and fear of dependency can be 
important etiological factors for sexual dysfunction. Although these factors can 
obviously apply to both heterosexual and homosexual individuals, gay men do 
seem to be more at risk (Coleman and Reece, 1988). These authors suggest 
(although they provide no empirical evidence) that outright rejection, or 
sometimes a more subtle or covert emotional abandonment, is a common 
experience for the pre-homosexual boy and that this may be the developmental 
root of intimacy difficulties. Intimacy difficulties may be particularly important for 
HIV positive gay men due to unresolved feelings about becoming infected.
Barlow (1986) suggests that negative affective responding in the sexual situation actually 
predates the sexual dysfunction and thus contributes to the etiology as well as the maintenance o f sexual 
dysfunction. Byrne (1983) suggests that affective responding becomes associated with a variety o f sexual 
cues to form a trait-like dimension from erotophila to erotophobia. Those individuals at the erotophobia 
dimension are more likely to feel negative affectivity in the sexual situation and consequently more off- 
task, nonerotic cognition. The social stigma o f homosexuality may caused som e gay men to have 
developed schemas that function like Byne’s erotophobia dimension.
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Although it may not be as common with gay men as heterosexual men, sex-role 
rigidity can contribute to sexual difficulties10.
Dupras and Morisset (1993) provide one of the few studies that has measured 
psychosexual characteristics of HIV positive gay males. Their study recruited 88 
HIV positive gay males. Subjects completed two psychological inventories, the 
Sexual Function and Dysfunction Scale (Gellman, 1985), a measure of the 
presence of inhibition of sexual appetite, and the Multidimensional Sexuality Scale 
(Snell and Fisher, 1991) which measures 12 psychological aspects of sexual 
functioning including: sexual esteem, sexual anxiety, fear of sexuality and sexual 
confidence. Their results were that subjects with sexual dysfunction (as compared 
with subjects with no sexual dysfunction and those subjects who had dysfunctions 
but were apparently untroubled by their difficulties) had a greater fear of 
sexuality, more sexual depression, lower sexual self-esteem and were less assertive 
in their sexuality. Unfortunately this study does not throw any light on whether 
the psychosexual variables cause or contribute to the subjects dysfunction, for the 
results could equally be interpreted as being the distressing consequence of living 
with sexual dysfunction.
Working with HFV positive gay men with sexual dysfunctions
It is probably true to say that in the UK before the emergence of AIDS few
10 It would be interesting to test whether gay men and gay men with sexual difficulties 
endorse the myths o f male sexuality such "as a man always wants and is ready to have sex" - identified by 
Zilbergeld -as much as heterosexual men do (Cupitt & D e Silva, 1994).
61
clinical psychologists had experience of working with ’openly gay men’. There 
may have been greater experience of men who wished to alter their 
homosexuality. In 1979 Masters and Johnson noted that gay men seeking help 
with sexual dysfunction were likely to be refused or offered (usually unwanted) 
intervention to alter their sexual orientation. Nonetheless a few papers on the 
subject of sex therapy for gay men did emerge before the discovery of AIDS in 
the late 1970’s and early 1980’s (eg Silverstein, 1979; McWhirter & Mattison,
1988). These papers demonstrated that the principles of sex therapy could be 
applied to gay men but that sensitivity and appreciation of the special difficulties 
and needs of gay men was needed (Gordan, 1986). Gordan (1986) maintains that 
whilst Masters and Johnson (1979) wrote of how to apply their techniques to gay 
men (actually they always used the term homosexual), they were insensitive to 
sociocultural factors that impinged on gay men and therefore failed to understand 
the particular psychological difficulties of gay patients. George and Behrendt 
(1987) report that many of their gay male clients who have worked with other 
therapist have never been given the opportunity to discuss the sexual part of their 
relationship. Of course it may not be easy for a psychologist to be ’sensitive’ to 
lifestyles and cultural factors with which they have no experience, but the simple 
solution is for these psychologist to seek further information and to educate 
themselves.
Clinical psychologists working regularly with gay men will quickly realize that gay
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male relationships often differ from heterosexual relationships. For example, 
many gay male relationships are sexually "open" (ie allowing sexual activity 
outside the primary relationship). Many gay men are more relaxed in their 
attitudes towards sexual activity (often an advantage in sex therapy) but this does 
require that the psychologist be open-minded (non-shockable). A lack of support 
for gay relationships may facilitate the decision of partners to separate rather than 
seek therapy (Gordan, 1986). Like heterosexual men, gay men often require help 
for sexual difficulties when they have no partner. In my clinical experience a 
number of gay men with sexual difficulties seem to believe strongly that other gay 
men are "super studs"; they seem to attend selectively to and remember other 
men’s performances. Furthermore, they may have witnessed a large number of 
men who are like studs - in ’bath-houses’/ saunas etc and forget that the more 
sexually ’reserved’ gay man might not visit such places. Such beliefs may inhibit 
the gay man in his attempts to form new relationships.
Assessment of HFV positive gay man with sexual difficulties
Assessment of the HIV positive gay man with sexual difficulties can be guided by 
much of the material presented above. Remembering that organic and 
psychogenic components are on orthogonal dimensions is important. Hence it is 
important to ensure that the physician has investigated the organic constraints on 
sexual functioning even if the patient describes occasional early morning wakening. 
Obviously the psychologist needs to know the results of the medical investigations 
if s/he is to provide good counsel.
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Assessment of mood and adjustment reaction to HIV is essential. Standard 
questionnaires could be used (eg Beck Depression Inventory)11. Motivation for 
sex therapy was found to be an important prognostic factor for heterosexual 
couples (Hawton & Catalan, 1986). Motivation could be poor in men fatigued by 
HIV disease. Feelings of hopelessness - a psychological sequelae of HIV infection 
(Kalichman and Sikkema, 1995) - would make sex therapy inappropriate until 
resolved. Perkins et al (1993) found a high rate of personality disorders in HIV 
positive gay men (33%) compared with HIV negative gay men (15%). Personality 
disorders often hamper the application of cognitive behaviour therapy (Pretzer, 
1994) and may therefore suggest that there is a higher likelihood of failure with 
sex therapy.
Finally, it is obviously important to be realistic when providing help for sexual 
dysfunction in men affected by HIV. If the physiological mechanism for erectile 
functioning is very seriously damaged psychological treatment is not going to 
restore functioning and an attempt to do so would subject the patient to failure 
and frustration. Nonetheless, if such a patient were in a relationship the 
psychologist might have a role in increasing intimacy if this has become an issue 
due to sexual dysfunction. Patients with only mild organic constrains on sexual
Questionnaires that measure relationshipsatisfaction/distress (eg Golomok-Rust Inventory 
o f  Marital Sate: Rust et al., 1988; Dyadic Adjustment Scale: Spanier, 1976) and ones tapping sexual 
functioning (eg Golombok-Rust Inventory o f Sexual Satisfaction: Rust and Golomok, 1986), commonly 
used when deciding whether to offer sex therapy, are unsuitable to use with gay men because the wording 
o f the questions assumes that the partner is of the opposite sex and they were normed/standardized on 
heterosexual couples.
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functioning might benefit from sex therapy. However, the psychologist needs to 
be familiar with psychological issues that particularly pertain to gay men as well 
as the impact or the adjustment reactions of living with a terminal illness. 
Unfortunately at present the management of sex difficulties in HIV positive gay 
men cannot be informed by controlled trials. This is however an area of 
importance in terms of quality of life.
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PART 2: CLINICAL REPORTS
72
An initial functional analysis of
compulsive "cottaging" based on five cases
73
Introduction
In this paper I describe five patients who were referred for psychological 
treatment because of their "compulsive" seeking of sexual partners (cottaging12). 
Each of these patients had expressed concerns about their sexual behaviour to the 
referring physician or health adviser. Each patient was treated with cognitive 
behaviourial therapy. Despite the fact that the presenting problem behaviour was 
the same for each patient, the meaning of the behaviour, the function of the 
behaviour and the amount of distressed caused appeared to be quite variable and 
idiosyncratic depending on the patients background and personality. Thus, 
idiographic assessment and analysis is probably essential for effective treatment. 
Although an idiographic assessment and formulation is considered essential, more 
general functional analysis models have been produced for a range of disorders 
(eg Jackson et al. 1987 on fire-setting) and can prove to be very helpful in guiding 
both assessment and research of little understood pathological conditions. Hence, 
I complete this paper by outlining a general model of cottaging based on the 
commonalities of these five cases.
Four of the five patients to be described used the words "compulsive" and 
"addicted" in their initial interviews. Goodman (1992) notes that whilst there is 
general agreement that a pattern of sexual behaviour variously described as 
"sexually compulsive", "sexually dependent" and "sexually addictive" does exist,
Cottaging refers to sexual liaisons in public toilets and other public areas.
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there is considerable controversy on how this behaviour should be designated. 
Normally in clinical practice, compulsive behaviour involves a compelling activity 
not enjoyed as an end in itself. In contrast the "excessive" sexual behaviour that 
patients seek help for is usually experienced as very pleasurable (Goodman, 1992). 
It is the consequences of the sexual behaviour that the individual seeking help 
does not like. Goodman (1992) argues against applying the label of sexual 
dependence since this concept neglects the defensive function of avoiding painful 
affect which he observes in "excessive" sexual behaviour. Goodman (1994) 
suggests the most satisfactory concept is sexual addiction. He employs the 
following argument. The same behaviour can be addictive or non-addictive. It 
all depends on its function. It is sexually addicted behaviour when it both 
produces pleasure and provides escape from internal discomfort with a 
behaviourial pattern characterized by recurrent failure to control the sexual 
behaviour and continuation of the sexual behaviour despite significantly harmful 
consequences. Goodman (1994) adapted DSM HI-R Addictive Disorder criteria 
by replacing the word "behaviour" with "sexual behaviour" to form a set of criteria 
for diagnosis of sexual addiction.
In the following patients who were all seen as part of my routine clinical practice 
I was able with little cost to collect a range of behaviourial and personality test 
data that perhaps most clinicians - mistakenly - would consider too time 
consuming. The data collected from inventories, self-monitoring diaries and
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interviews was both used to test hypotheses and to generate a case formulation13. 
Recent work by Turkat (1990) on the treatment of personality disorders illustrates 
how, when there is little known about a disorder, case studies with careful 
attention to formulation and hypothesis testing allow for the refinement of 
conceptual understanding of that disorder and the development of intervention 
strategies based on clinical experience.
For each case I present background information and a comprehensive summary 
of the patients’ complaints. Space does not permit me to describe the individual 
patients’ formulation and treatment; instead I complete my paper with a general 
model of cottaging.
CASE 1
Background
Mr DP is a 28 year old gay man. He has one older brother. His father left the 
family when Mr DP was an infant. He described his mother as a hard working 
woman who drank too much. He initially felt happy at school but by the age of 
about 15 he was regularly truant with his older brother. He explained that it was 
more fun to ’hang-out’ rather than attend school.
13 As recommended by Beck et al. (1990) a formulation was constructed very early in 
treatment (second appointment) and shared with the patient. In my current clinical practice I always 
provide and share a formulation with the patient. I usually draw the formulation in the form o f a flow 
diagram.
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Assessment of presenting and associated problems
1. Mr DP has sought casual male sexual contacts since his mid-adolescence. 
The prompt for seeking clinical assistance was his feeling that the behaviour had 
reached a point where it threatened his first relationship of some eight months 
standing. He reported that he would seek sexual partners in public places such 
as public toilets on an almost daily basis. He said that often he would travel miles 
to go ’cruising’. At the initial interview he had great difficulty identifying any 
antecedents to his behaviour but suggested that perhaps it was sexual frustration 
that triggered the desire. The actual sexual behaviour most commonly consisted 
of mutual masturbation and oral sex in the ’lock-up’ of the public convenience. 
After the sexual encounter he would have strong feelings of guilt. He said he 
always felt dirty after the encounter. He would then return home and have a full 
shower. He reported no sexual problems with his boyfriend.
2. Mr DP reported that he had felt bad about himself for as long as he could 
remember. In particular he felt great shame about his body. He believed that his 
body was very ugly. He felt that his arms and chest were too thin. He was unable 
to roll his sleeves back in the interview because he felt they were so ugly. He 
wore heavy clothes to cover his body and was unable to wear T-shirts or go 
swimming because of his concerns.
3. By the second interview Mr DP revealed that he had extensive checking 
rituals. He dated the onset of his checking to when he was age 12. The checking 
involved household appliances. He said "if something went wrong it would be all
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my fault". He scored very high on the checking factor of the Padua Inventory (a 
questionnaire of common obsessional thoughts and compulsive behaviours: 
Sanavio, 1988) and his overall score was consistent with normative data for 
patients with obsessive compulsive disorder.
4. Mr DP said he had a problem with procrastination especially with 
completing application forms for employment. Mr DP was unemployed.
Other information regarding the patient was obtained using the Minnesota 
Multiphasic Personality Inventory-2 (MMPI-2)14. The MMPI-2 was interpreted 
as showing fairly intense feelings of inferiority and insecurity. The profile 
suggested a profound lack of self-confidence and self-esteem. Patients with Mr 
DP’s profile tend to be resentful of demands placed upon them and they often 
develop into loners, finding it difficult to develop emotional ties. The MMPI-2 
also suggested problems of obsessionality.
CASE 2 
Background
Mr GH is a retired 67 year old gay man. He has been abstinent for alcohol for 
12 years having previously suffered for many years with a serious drink problem. 
He continues to attend AA meetings. As a university student he received
14 Mr DP’s scores on the Validity scales (he scored very low on L, very high on F and very 
low on K) suggested a response set where there is an over endorsement o f psychopathological items. This 
is usually considered a plea-for-help profile (Green, 1991). The exaggeration o f psychopathology by the 
patient may make the test invalid. With this caveat in mind the MMPI-2 was interpreted.
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psychiatric treatment for obsessive compulsive disorder. He had an unhappy 
childhood. His father had an explosive temper and was often violent.
Assessment of presenting and associated problems
The presenting problem was Mr GH’s daily seeking of sexual partners in public 
toilets. In the 1960’s this behaviour lead to an arrest and prosecution (gross 
indecency). He said he was nearly sent to prison; this memory has haunted him 
since. The cottaging reemerged as a serious problem two years ago following the 
breakdown of a gay relationship. The pattern of the cottaging was as follows. It 
happened on a daily basis at almost the same time on each day. Self monitoring 
data showed a common antecedent of emotional upset particularly anger and 
frustration following some failure on his computer (a strong interest of his). He 
would often say to himself "just don’t get caught". In addition he had the thoughts 
"these urges are irresistible" and "I cannot bear these urges". He would have 
images of attractive men wanting him. The sexual behaviour consisted of him 
performing fellatio on younger men. He almost never gained an erection and had 
little sexual arousal. However the attention he felt he received in the toilet gave 
him a certain buzz and he said a feeling of acceptance. He would often feel an 
intense feeling of flattery that a young man would allow him to perform fellatio. 
Nonetheless soon after the encounter he would feel intense self-hatred.
Mr GH described himself in the most unflattering terms, using highly derogatoiy 
words. He was emotionally labile and complained of often losing his temper. He 
completed the MMPI-2. Almost all the clinical scales were abnormally high. The
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test profile was consistent with that commonly found in males who abuse alcohol. 
The profile suggested symptoms of both depression and anxiety with particular 
problems with anger control. Patients with these test results are said to over-react 
to stress and are under-controlled in respect of their impulses. They are 
ruminative and over ideational. They have a strong need for achievement but 
suffer with a fear of failure. Finally the profile would suggest chronic and fairly 
severe personality problems.
CASE 3 
Background
Mr RG is a 37 year old gay man. Up until the age of 27 Mr RG had no sexual 
experiences. He had known he was gay for many years before this. From 
childhood Mr RG had suffered with a hereditary hearing deficit. At school he 
felt that he was odd and said that he joined the small gang of school misfits. He 
said that at school he was shy and introverted. As his adolescence progressed, he 
was made aware of certain effeminate behaviours which in his words he tried to 
"iron out". He continued to be quite introverted whilst studying at university 
making few friends and feeling isolated. Following university he worked in the 
public library service for about 10 years. Approximately five years ago he 
decided to make a conscious effort to change his tendency towards introversion. 
He was able to take on new employment and became a confident lecturer.
He is in a same sex relationship of three years standing. There is little conflict in 
this relationship. They do not live together.
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Assessment of presenting and associated problems
1. Mr RG complained of being driven to seek out sexual contacts in public 
parks at night. The behaviour first emerged four years ago following reading a 
newspaper article that detailed were men went to meet men. At that time he was 
involved with a previous boyfriend. He said that meeting someone new gave him 
a buzz but it was not necessarily a sexual buzz. He complained that he now found 
himself having sex with men he did not even find attractive. He could only go 
"cruising" on nights that he was not seeing his boyfriend. This kind of antecedent 
to a behaviour is commonly referred to as a setting condition. Setting conditions 
can be any aspect of the environment that is present immediately before a 
behaviour occurs but it is usually helpful to separate setting conditions from 
specific triggers when analyzing behaviourial antecedents.
If Mr RG was expecting that the following day would be difficult at work he was 
able to instruct himself not to go out cruising. He said he would only feel guilt 
if his partner discovered that he was unfaithful. A possible antecedent to nights 
when he went cruising was an emotional state where he felt intruded upon and 
wanted something for himself. He spoke of feeling rebellious: cruising felt like a 
revenge on his "worthy work" and he reported the automatic thought "I deserve 
some deviant fun". The main consequences to his "cruising" appeared to be sexual 
satisfaction and meeting new people, some of whom he found very interesting. 
He reported no sexual dysfunctions with his boyfriend.
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2. Mr RG said that he had always hated his body. He felt that from the neck 
down he was very unattractive. He said that his chest and forearms were not 
muscular enough. His boyfriend would regularly compliment him yet he could not 
believe that his partner really liked his body. He refrained from walking around 
his home without clothes on. Mr RG’s image of his body appeared to be very 
distorted as he appeared to be of muscular build.
Other information regarding the patient was obtained with the Millon Clinical 
Multiaxial Inventory (MCMI-II: Millon, 1987)15. Mr RG scored abnormally high 
on three personality scales: avoidant, dependent and schizoid. Choca el al (1992) 
suggest that high scores on these scales characterize patients with interpersonal 
apprehension, feelings of inadequacy, and introversiveness. An overriding concern 
for these individuals is that of being liked and appreciated, but they are always 
afraid that others will reject them (Choca el a ly 1992). Patients with such a 
profile long for warmth and acceptance yet they tend to withdraw to maintain a 
safe distance from close psychological involvement. In therapy such patients often 
worry about whether the therapist will approve of them.
CASE 4 
Background
Mr BW is a 47 year old gay man. He has been HIV positive for about 7 years
This inventory is a 175 item objective true-false, psychodiagnostic instrument for use with 
psychiatric patients. The test consist o f 22 clinical scales, thirteen o f which are designed as measures o f  
basic and pathological personality. They are derived from Millon’s theory o f personality and coordinated 
with DSM  III-R Axis II.
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and has remained asymptomatic although he has taken retirement on medical 
grounds as he was finding work exhausting.
Mr BW initially sought help from his physician for erectile dysfunction. Thus, he 
was first referred to a physician specializing in sex therapy. In the course of this 
latter consultation it became apparent that Mr BW’s erectile problem was limited 
to casual sexual encounters in such places as parks and saunas. He had no sexual 
dysfunction with partners that he became acquainted with and invited home. He 
had not been in a long term relationship for the past twenty-three years and had 
rather mixed feelings about whether his seeking casual partners or encounters was 
problematic.
Assessment of presenting and associated problems
There seemed to be two inter-linked problems. The first being erectile 
dysfunction in certain circumstances and second being compulsively seeking out 
sexual partners ("cruising"). He masturbated daily with full erection. However, 
when he attempted sexual activity with a new partner he was unable to gain an 
erection and his mind was full of performance thoughts, such as "they will see that 
Tm not doing well". At a behaviourial level he would try to disguise the fact that 
he had not gained an erection by positioning his body where his partner could not 
see his penis. His unpredictable erections had concerned Mr BW for about 18 
months as he was spending more time seeking casual partners since his 
retirement.
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He reported that most days he went in search of casual sexual partners by riding 
his bike around well known "cruising grounds". He was aware that he would go 
cruising regardless of sexual arousal. He only went cruising in the day-time. He 
found the activity enjoyable. He identified the following positive pay-offs to 
cruising: ego boost, fun, pleasant environment, enjoy cycling, fresh air, sex almost 
certain, enjoy talking to people and enjoy the pick-up routine. He was initially 
unable to identify any immediate negative consequences to his cruising although 
he did acknowledge that there was a range of more long term negative 
consequences such as not having time for other activities/friends. Unlike the cases 
described, above negative emotional states (self monitoring data) did not appear 
to be antecedent to the cruising behaviour.
Mr BW completed the Millon Clinical Multiaxial Personality Inventory (MCMI-II: 
Millon, 1987). Only two personality scales (histrionic and dependent) were 
abnormally high, though not to a large extent16. The test data suggested a strong 
need for affection and approval. It showed a tendency to be unassertive and 
placating. The test was also interpreted as the patient showing artful behaviour 
as a facade for a fear of genuine autonomy. Furthermore patients with his profile 
are said to be hedonistic, having an insatiable appetite for stimulation and 
affection.
In order to test the hypothesis that his sexual performance thoughts might be
16 My interpretation o f Mr BW’s profile was based on those offered in the test manual 
(M illon, 1987) and Choca et al. (1992) who provide an interpretive guide to the MCMI-II.
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linked to a more general fear of evaluation I had Mr BW complete the Watson 
and Friend (1969) Fear of Negative Evaluation Questionnaire. He scored 22 on 
this questionnaire which is an abnormally High score. This result confirms that Mr 
BW is excessively concerned with other peoples opinions of him.
CASE 5 
Background
Mr ND is a 44 year old man living with his girlfriend. He had last had sexual 
intercourse with her one year ago. He was a graduate in full time employment. 
Mr ND has two older sisters. He described his father as vicious in the way he had 
to win arguments.
Assessment of presenting and associated problems
1. For approximately the last 3 years Mr ND has sought male sexual partners 
in public toilets. The frequency of his cottaging behaviour was highly variable: at 
times he would go for 3 or 4 weeks without visiting a public toilet but at other 
times he would be visiting one on a daily basis. For approximately 6 months he 
"abstained" from cottaging. This, however, was because the public toilet on his 
route home was locked for repairs. Mr ND had only once taken a partner home 
and on all other occasions sexual activity took place in the public toilet. At 
interview Mr ND was unable to describe emotional antecedents to the cottaging, 
however, later self monitoring data indicated that loneliness often preceded the 
behaviour. He would experience vague images of sexual encounters on route to 
the public toilet. There were fairly obvious external antecedents to the behaviour:
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driving on a particular road; number of cars parked near the public toilet and 
whether it was dark. He said cottaging was awful - wrong and without love - yet 
it gave him an intensity of feeling that he was unable to achieve in any other part 
of his life. He found the sexual activity highly rewarding and this appeared to 
have lead him to hold strong expectations of sexual satisfaction in public toilets. 
The negative consequence of cottaging for Mr ND were feelings of hopelessness, 
guilt and isolation.
2. Mr ND described a lifelong sense of shame about himself. He said he 
always felt shy about his body. In social groups, such as nightclubs, he reported 
suffering with anxiety and feelings of shame. He traced the origins of his social 
anxiety to his school days when he was teased. He felt his body was ugly and 
undesirable.
3. Mr ND said that he wanted to be loved like he imagined women were 
loved. He toyed with the idea of a sex change operation. However, close 
questioning revealed few signs that Mr ND wanted to change his sex. Rather, he 
fantasised about being sexually dominated as he imagined women could be.
4. Mr ND pictured himself dating women. He had never dated a man. His 
sexual fantasies were to a degree bisexual, however he disliked female genitals and 
would therefore focus more on the male genitals. Although occasionally he would 
have heterosexual intercourse his dislike of female genitalia made it difficult for 
him to relax and enjoy heterosexual sexual activity. He was not opposed to the
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idea of a long-term homosexual relationship but felt unable, because of anxiety, 
to socialize in places where he might meet gay men.
Mr ND completed the Millon Clinical Multiaxial Inventory (MCMI-II: Millon, 
1987). The validity scales suggested that Mr ND approached the test in a rather 
defensive manner with a tendency towards "fake good". His highest scores were 
on the histrionic and dependency scales. None of the clinical scales was raised. 
This profile suggested a strong need for attention and affection. Patients with this 
profile are said to be cooperative but with dramatic overtures. They have a poor 
self-image which manifests itself in competitive situations. Choca et al 1990 
suggest that individuals with this profile usually have a difficult time in situations 
in which they feel alone or have to depend on themselves. The loss of meaningful 
others is strongly felt. Mr ND scored 17 on the Watson and Friend (1969) Fear 
of Negative Evaluation Questionnaire which is a high but not abnormal score 
(although it is important to remember that the validity scales on the MCMI-II 
indicate a defensive response set). This questionnaire score suggests an excessive 
concern with other peoples judgements of him and is commonly associated with 
a strong fear of rejection.
General Discussion
When there is little scientific knowledge applicable to a patient’s presenting 
problem Turkat and Maisto (1985) argue that the psychologist should develop an 
explicit individual case formulation or functional analysis. Turkat and Maisto 
(1985) note that the sine qua non of a formulation is a hypotheses of functional
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relationships and that science cannot proceed without testable hypothesis. They 
contrast this case formulation approach with traditional clinical work where 
typically a patient is interviewed (sometimes given psychological tests) and then 
the clinician forms a belief about the patient’s problem which is not subjected to 
any testing. They state, "the major limitation in clinical implementation is the lack 
of objective evidence for the validity of the clinician’s beliefs"(p508). Turkat and 
Maisto (1985) recognise that the average busy clinical psychologist will not have 
the resources to carry out rigorous experimental testing of hypotheses but they 
clearly illustrate how such a psychologist can add to scientific developments by 
producing explicit formulations and making some initial informal tests of some of 
the hypotheses.
In this report I attempt to follow Turkat and Maisto (1985) advice. First 
individual case formulations were developed prior to treatment (although space 
does not permit me to report them here). Second I now present a nomothetical 
model based on the functional analysis paradigm (the rationale for attempting 
such a model was presented in the introduction). My nomothetical or general 
model of cottaging is a synthesis derived from the treatment of the five cases 
presented above.
The model (see figure 1) proposes that gay male patients who present with an 
inability to control their cottaging behaviour have certain background factors or 
internal antecedents that predispose them to develop/learn this particular
88
behaviour pattern17. It is hypothesized that men addicted to cottaging have 
childhood experiences which together with hereditary result in personality features 
that create barriers to long term gay relationships. Personality testing confirmed 
that cases 1, 2, and 3 had chronic feelings of inferiority and their test profiles 
suggest that they tended to be loners. It is not difficult to understand how such 
personality features would lead to difficulties in dating or socializing with other 
gay men. Their general interpersonal apprehension probably lead to many 
failures in "gay dating". In contrast to the high social skills demanded in dating, 
cottaging requires almost no social skill or confidence. It is therefore less obvious 
how patients with extrovert personalities - a trait one associates with social 
confidence - could have barriers to forming relationships. However, the two 
patients (cases 4 & 5) with extrovert personalities appeared to have histrionic 
traits which may be hypothesized to produce both a strong desire for 
attention/company but with an accompanying fear of rejection in more intimate 
relationships (Beck et al, 1990). Thus, it is suggested that a fear of rejection is 
present in these patients with histrionic traits, despite their low interpersonal 
apprehension, and this creates a barrier to longer term or more intimate 
relationships18.
It is fully recognized that there may be many men who go cottaging who do not experience 
their behaviour as "driven" or addictive and will therefore not have the behaviourial pattern described in 
this model; these men do not seek treatment for cottaging.
18 Both Cases 4 & 5 had high scores on the Watson and Friend (1969) Fear o f Negative 
Evaluation Questionnaire which is probably consistent with fear o f rejection.
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Figure 1: A General Behavioural Model Of Cottaging
Barriers to long term relationships 
a) interpersonal apprehension 
b) fear of rejection
Cottaging
Overt beh.
Early environment 
and upbringing
Failure in gay 
dating
Negative consequences 
Guilt
Life events 
Retirement 
Unemployment
Negative reinforcement 
a) escape from painful emotions
Positive reinforcement 
Sexual pleasure 
Flattery - boast to self 
esteem. Buzz
Immediate
antecedents
a) situational
eg driving past toilet
b) aversive emotional state
Personality
a) Introversion 
Loner. Feelings 
o f inferiority, 
low self 
confidence.
b) Extraversion 
Histrionic traits, 
fear of rejection.
Covert behaviours
a) thoughts that increase craving
b) images o f successful encounters
c) self justifications
d) focus on pay-offs and discounting 
of negative consequences
Another noteworthy feature was body image disturbance in three cases (1,3, and 
5). It appeared that the body image disturbance was a salient feature of these 
men’s low self esteem. Like personality features, poor body image appeared to 
function as a barrier to long term relationships and dating/socializing for it seemed 
in these men to be a component of social anxiety or fear of negative evaluation. 
Socializing in gay clubs and bars, where the individual is expected to introduce 
himself to others, requires social confidence as well as social skills. If the 
individual goes up to another man, say to offer a drink, he has to face the 
possibility of rejection and any rejection may be very public. Gay men who 
believe that they have poor physiques may anticipate that they will be spurned by 
the others in the gay bars and clubs. Conversely, sexual activity in toilets and 
parks requires little confidence in either social skills or in an individual’s physique. 
Fellow cottagers will give explicit cues (eg eye contact and exposure of the 
genitals) if they are interested. Nobody is required to introduce themselves. In 
addition, sexual activity in a toilet is unlikely to involve removal of all clothing. 
Thus the man who believes his body is inadequate is spared the imagined 
humiliation of having his body judged. In contrast men who meet in gay bars are 
more likely to go to one of their homes and undress fully.
Life events in this model are considered to be distal antecedents. Although it may 
appear a trifle obvious the individual needs enough free time to go cottaging and 
life events such as retirement or unemployment may create large amounts of free 
time.
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Two types of immediate antecedents seem important: situational or external and 
internal. The situational antecedents varied for the cases described but included: 
driving a particular route home, time of day, and whether the toilet was open. 
The internal immediate antecedent was hypothesized to be an aversive emotional 
state. This hypothesis is an essential component of Goodman’s (1994) definition 
of sexual addiction discussed in the introduction. In order to test this hypothesis 
each of the patients collected self-monitoring data pertaining to emotional state 
prior to seek a sexual contact. The self-monitoring data was certainly consistent 
with the hypothesis as aversive emotional states (eg anger, loneliness) appeared 
far more often in the diaries than sexual desire (the exception being Case 4).
In the model, covert behaviour refers to behaviour within a person including 
cognitive processes. Both self-monitoring data and guided imagery suggested 
some important covert behaviours leading to cottaging. For example, Case 1 was 
asked to imagine in vivid detail going past a public toilet. The image activated 
thoughts such as: "I’ll have to have a look", "I really need sex", and "I’ll go on 
feeling horny for hours". During this exercise he reported a strong craving to go 
cottaging. Fantasy and imagery appeared to be important covert behaviours for 
all the cases. Each patient noted fleeting images of successful encounters and this 
appeared to increase the desire to cottage. Automatic thoughts of the patients 
often included self-justifications such as "I’ll stop tomorrow".
In social learning theory behaviour that continues or increases in frequency must 
result in some consequence that rewards or reinforces. In the model, positive
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reinforcement included sexual pleasure, meeting new people, "buzz" and flattery. 
However, behaviour may also continue or increase as a result of the removal of 
aversive stimuli: this is called negative reinforcement. Cottaging seems to remove 
or allow an escape from aversive emotions ie cottaging is negatively reinforced as 
it results in the removal of the aversive negative emotional state such as anger and 
loneliness. This form of reinforcement seemed to be very important for four of 
the patients.
McConaghy’s (1993) behaviour completion model may be a relevant and useful 
construct in analyzing cottaging behaviour as cottaging often involves an escape 
from an aversive emotional state. McConaghy postulates that when an individual 
encounters a situation where he has regularly carried out a particular behaviour, 
the cues of that situation activate a neuronal representation of that behaviour. 
The activated representation then monitors incoming stimuli that indicate whether 
the behaviour was completed. If the subject delays completing the habitual 
behaviour, the incoming stimuli fails to match its neuronal representation. The 
failure of matching causes the neuronal representation to stimulate the arousal 
system, leading the individual to experience excitement and tension. These 
feelings are sufficiently aversive that the individual feels driven to complete the 
behaviour. Thus, the neuronal representation of the behaviour functions as a 
behaviour completion mechanism (BCM).
In fact McConaghy’s BCM hypothesis was initially advanced to account for the 
increase in self-control for sexual behaviour shown by homosexual men treated
93
with aversion therapy (McConaghy, 1976). He found that aversion therapy failed 
to alter homosexual orientation but that subjects reported an ability to control 
behaviour they had experienced as compulsive. McConaghy suggests that the 
aversion therapy altered non-sexual arousal, ie the BCM.
The BCM hypothesis would suggest that cottaging is initially motivated by 
homosexual arousal. However, by the time the individual wishes to stop cottaging 
- perhaps due to a life change such as finding a boyfriend - he will have to combat 
both sexual urges and the tension/excitement produced by the BCM. For 
example, Case 3 reported that he was so driven that he engaged in sexual acts 
with men he did not find attractive and, Case 2 almost never gained an erection 
or sexual satisfaction from cottaging.
McConaghy (1993) recommends systematic desensitization as treatment for the 
arousal produced by the BCM’s. In a study of 20 compulsive gamblers 
McConaghy et al (1983) showed that imaginai desensitization produced a 
significantly greater reduction of gambling urges and behaviour than aversion 
therapy. In addition those subjects at one year follow-up who showed low trait 
and state anxiety following desensitization showed the greatest reduction in 
gambling.
Although McConaghy’s BCM explanation may be useful in understanding 
cottaging it may be criticized as it fails to take into account the complexities of the 
behaviour focusing on a single mechanism (Sharpe and Tarrier, 1993 make this
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point in respect of the BCM formulation of compulsive gambling).
For the men presented here cottaging' resulted in negative or punishing 
consequence particularly feelings of guilt (except case 4). Often the patient would 
punish the self which only served to confirm poor self-esteem. Indeed this self­
punishment may have contributed to the aversive emotional state that was 
identified as an immediate antecedent thus creating a vicious cycle (on figure 1 
this is shown by the arrow linking negative consequences back to the personality 
factors).
Turkat and Maisto (1985) suggest that a case formulation should allow the 
psychologist to specifically tailor psychological treatment19. The proposed model 
suggests a number of targets for therapeutic intervention. The psychological 
barriers to long term relationships such as interpersonal apprehension and fear 
of rejection, could be treated with both cognitive restructuring (eg challenging 
beliefs and distorting thinking regarding rejection) and desensitization (eg imaginai 
desensitization for facilitating socializing in gay bars). In order to monitor whether 
these cognitive behaviourial techniques are successful in modifying the patients’ 
psychological barriers to relationships repeated administration of a questionnaire
19 I treated these five cases with cognitive behaviour therapy. Selection o f treatment 
techniques followed logically from the case formulation with a particular emphasis on ensuring that the 
patient understood the formulation. None of the techniques employed in treatment was original, most 
o f them having been discussed in Beck et ai (1990) and Young (1990). Self-monitoring diaries were used 
both as a part o f treatment and to assess outcome. Ascertaining whether progress in therapy has been 
maintained after discharge is not easy in most NHS settings. Telephone follow-up on case 1 & 2 was 
possible and showed that they had both maintained their gains (com plete cessation o f cottaging). Case 
3 has not been followed up and Case 4 decided that he did not want to stop. Case 5 is still in treatment.
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such as Fear of Negative Evaluation or Social Anxiety and Distress Scale (Watson 
and Friend, 1969) may prove useful. Techniques from Marlatt and Gordon’s 
(1985) relapse prevention for addictive disorders may be employed to teach self- 
control when the urge to cottage has been triggered by immediate antecedents. 
Beck, Wright, Newman and Liese (1993) suggest various cognitive behaviourial 
strategies for altering thoughts (or the processes that I have labelled covert 
behaviours in my cottaging model - see figure 1) that might propel the individual 
towards their addictive behaviour. As already discussed above, arousal due to 
BCM can be treated with systematic desensitization. Finally, it is important to 
tackle guilty feelings (probably with cognitive restructuring) that follow cottaging 
for these feeling far from reducing the behaviour appear to lead to devaluing the 
self and low self-esteem is one of the barriers to long term relationships.
References
Beck, A.T., Freeman, A., & Associates. (1990). Cognitive therapy o f personality 
disorders. New York: Guildford Press.
Beck, A.T., Wright, F.D., Newman, C.F. & Liese, B.S. (1993). Cognitive Therapy 
o f Substance Abuse. New York: Guildford Press.
Bricker, D C. & Young, J.E. (1991). v4 Client ’s Guide to Schema-Focused Cognitive 
Therapy. Cognitive Therapy Centre of New York.
96
Choca, J.P., Shanley, LA. & Van Denburg, E. (1992). Interpretative Guide to the 
Millon Clinical Multiaxial Inventory. Washington: American Psychological 
Association.
Goodman, A. (1992). Sexual Addiction: Designation and T reatment, Journal o f Sex 
& Marital Therapy, 18, 4, 303-314.
Goodman, A. (1994). Diagnosis and Treatment of Sexual Addiction, Journal o f Sex 
& Marital Therapy, 19, 3, 225-251.
Green, R.L. (1991). The MMPI-2/MMPI. An Interpretive Manual, Allyn and 
Bacon.
Jackson, H.F., Glass, C. & Hope, S. (1987). A functional analysis of recidivistic 
arson. British Journal o f Clinical Psychology, 26, 175-185.
Marlatt, G.A. (1985). Relapse Prevention: Theoretical Rationale and Overview of 
the Model. In G.A. Marlatt & J.R. Gordon (Eds.), Relapse Prevention: 
Maintenance strategies in the treatment o f addictive behaviours. New York: 
Guildford Press.
Masters, W.H. & Johnson, V.E. (\91Qi). Human Sexual Inadequacy, Boston: Little 
Brown.
97
McConaghy, N. (1976). Is a homosexual orientation irreversible? British Journal 
o f Psychiatry, 129, 556-563.
McConaghy, N., Armstrong, M.S., Blaszczynski, A., & Allock, C. (1983). 
Controlled comparison of aversive therapy and imaginai desensitization in 
compulsive gambling. British Journal o f Psychiatry, 142, 366-372.
McConaghy, N. (1993). Sexual Behavior: Problems and management. New York: 
Plenum.
Millon, T. (1981). Manual for the MCMI-II (2nd ed.) Minneapolis, MN: National 
Computer Systems.
Persons, J.B. (1989). Cognitive Therapy In Practice: A  case formulation approach. 
New York: Norton & Company, Inc.
Sanavio, E. (1988). Obsessions and compulsions: The Padua Inventory, Behaviour 
Research and Therapy, 26, 169-177.
Sharpe, L. & Tarrier, N. (1993). Towards a cognitive-behavioral theory of problem 
gambling. British Journal o f Psychiatry, 162, 407-412.
Turkat, I.D. (1990). The Personality Disorders: A  Psychological Approach to Clinical 
Management. New York: Pergamon Press.
98
Turkat, I.D. & Maisto, S.A. (1985). Personality Disorders: Application of the 
experimental method to the formulation and modification of personality disorders. 
In D.H. Barlow (Ed) Clinical Handbook o f Psychological Disorders. New York: 
Guildford Press.
Watson, D. & Friend, R. (1969). Measurement of social evaluation anxiety, 
Journal o f Consulting and Clinical Psychology, 33, 448-457.
Wolpe, J. (1958). Psychotherapy by reciprocal inhibition. Stanford, CA: Stanford 
University Press.
Young, J.E. (1990). Cognitive therapy for personality disorders: A  schema-focused 
approach. Sarasota, FL: Professional Resource Exchange.
99
CLINICAL REPORT-II
Personality profiles of patients referred for safer sex treatment
100
Introduction
In this paper I report on the personality characteristics of patients referred from 
Genito-urinaiy medicine (GUM) to a specialist HIV risk reduction project. Since 
September 1993 two psychologists (one clinical psychologist and one assistant 
psychologist) within the Psychological Medicine Department, Chelsea and 
Westminster Hospital, London has been piloting a treatment programme for HIV 
sexual risk reduction. The project involves individual psychological treatment of 
patients who put themselves at risk for HIV by repeatedly engaging in 
unprotected sexual intercourse. The idea for developing this service arose from 
discussions with Genito-urinary Consultant Physicians who perceived that a 
considerable number of patients who attend GUM departments continue to put 
themselves at risk of HIV, despite the extensive counselling they receive from 
Health Advisors20. Although some in the popular media may believe that 
medical practitioners are alarmist in their warnings about HIV; a recent study 
found that 17% of gay men under the age of 25 attending GUM clinics in London 
were infected with HIV (Evans et a l, 1993)21.
When the project was initially conceived it was unclear what kind of patient would 
be referred to this new service. In other words, it could not be predicted with any 
confidence whether there would be a preponderance of young patients who had 
not acquired the necessary behaviourial skills for safer sex or whether the patients
20 Landis et al. (1992) found that standard HIV testing and counselling provided by health 
departments had no impact on HIV high-risk behaviour.
21 The August 1994 Communicable Disease Report for HIV infection in the UK records that 
22,101 people have been infected with HIV; 13,679 cases attributed to sexual intercourse between men and 
3,519 attributed to heterosexual intercourse (1,642 males & 1,877 females).
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would have serious psychopathology. In this report I describe and provide data 
from the MMPI-2 on the personality/psychopathological characteristics of 24 
patients referred to the new service. I selected the MMPI-2 because its item pool 
covers a wide range of psychopathology. I also try to ascertain whether there is 
any relationship between levels of psychopathology as reflected by the MMPI-2 
and response to the short-term cognitive-behaviour therapy provided by this 
project.
Rationale for the new service and approach to treatment
A good deal of research has been carried out seeking to identify predictors of safe 
and unsafe sexual behaviour (recently reviewed by Thornton and Catalan, 1993). 
Important factors identified include: demographic; cultural/ethnic; social norms; 
type of relationship; use of alcohol/drugs; attitudes towards condom use; sexual 
communication skills and what have become known as "intrapersonal variables". 
This term refers to those characteristics vested in the individual in an idiosyncratic 
way and include such things as, self-esteem and sensation seeking. Thornton and 
Catalan (1993) conclude that the published evidence supports the importance of 
the intrapersonal variables in determining whether an individual will follow and 
keep to safe sex practices.
Intrapersonal variables have been considered amenable to change though 
cognitive-behaviour therapy and a small number of papers report on attempts to 
modify these variables in persons who engage in unsafe sexual practices (Kelly et
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al, 1989; Kelly et a l, 1990; Valdiserri et al, 1989; Rotheram-Borus et a l, 1991). 
The rationale for using psychological interventions to alter intrapersonal variables 
is that sexual behaviour, may at least in part, be considered an ’appetitive’ 
behaviour (similar to smoking, using alcohol and excessive eating) and therefore 
can be controlled. Some individuals will experience difficulty in regulating or 
controlling their appetitive behaviour despite having full knowledge of the dangers 
of continuing certain practices. It is recognized that different psychological factors 
may govern both initiating change and maintaining change of an appetitive 
behaviour. In the field of addictive behaviours clinical psychologists have 
emphasized motivational interviewing (Miller and Rollnick, 1991) to help the 
person initiate change and relapse prevention techniques (Marlatt and Gordon, 
1985) which are a essentially behaviourial self-control techniques to maintain 
change in appetitive behaviours.
Researchers have investigated the problem of safer sex using both a Health Belief 
Model (Fisher and Fisher, 1992) and The Theory of Planned Action (Ajzen, 
1985)22. However these models provide little guidance for individual therapy. 
In developing the new risk reduction service for individual psychological
^  The health belief model is composed o f four dimensions o f health beliefs, each expected 
to relate to health behaviour. The four dimensions are perceived susceptibility to the disease, perceived 
severity o f the disease, perceived benefits o f the behaviour change and perceived barriers to the behaviour 
change. The various permutations of these dimensions in terms o f belief strength will determine the 
occurrence o f health related behaviours, although, the decision to engage in health related behaviours will 
be triggered by a ’cue to action’ which might be internal (eg. a symptom) or external (eg. written 
information). Ajzen’s (1985) Theory of Reasoned Action suggests that intention is the most accurate 
predictor o f behaviour. This intention is in turn a function o f two factors, attitude towards the behaviour 
and the subjective norm. Attitude towards the behaviour is determined by the perceived value o f the 
consequences and by the perceived effectiveness o f the behaviour, whereas the subjective norm is a social 
factor referring to perceived social pressure to carry out the behaviour.
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treatment, Tallis (1993) noted that the previous psychological interventions (eg 
Kelly et aL, 1989; Kelly et al, 1990; Valdiserri et al, 1989; Rotheram-Borus et al, 
1991) for safer sex had included a variety of behaviourial techniques (eg 
assertiveness training, self-instruction, identification of "high risk situations") that 
were "borrowed’ from the addictive behaviour field and that there was no specific 
cognitive behaviourial model that would guide treatment for safer sex.
Tallis (1993) produced a cognitive behaviourial model of risky sexual behaviour 
to guide treatment offered in the new service. The general framework of this 
model draw heavily on the work of Beck (Beck, 1976). For example, Tallis 
employs Beck’s notion that activation of dysfunctional assumptions (eg. "I will 
always be unhappy, unless I find someone to love me" and "In order to love, and 
be loved, you should be prepared to risk/give everything") leads to low mood 
which is often antecedent to unsafe sexual encounters. Likewise Tallis argues that 
Beck’s notion of automatic thoughts can be applied to sexual encounters were 
certain thoughts (eg. "It won’t matter just this once", "he’s so young he can’t be 
infected" and "I’m so horny I’ve just got to have him") are ’facilitative’ of unsafe 
sex. Tallis noted that the relationship between arousal and cognition can be 
described in terms of a positive feedback loop. As the individual becomes more 
aroused he will have increased access to sexual thoughts and decreased access to 
controlling thoughts. Thus the individuals whole mental set will be come 
increasingly focused on sexually arousing stimuli.
Drawing on the work of Gold (Gold and Skinner, 1992) - who had interviewed
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296 gay men in order to elicit their automatic thoughts that preceded both safe 
and unsafe sexual activity - Tallis went on to suggest that those automatic thoughts 
that increase the probability of an unsafe sexual encounter can be grouped under 
six headings: (1) Cost associated with condom use (eg. "If I use a condom I won’t 
be able to keep it up"); (2) Interferences based on appearance/character of 
partner (eg. "Anyone who looks that good can’t be infected"); (3) Fatalism (eg. "I 
could get run over tomorrow; this is just another of life’s risks); (4) Emotional 
expression (eg. "If I don’t wear a condom he’ll see that I trust him"); (5) 
Compromised self-control (eg "I’m so turned on I just can’t stop now"), and (6) 
Social inhibition (eg. "If I ask him to wear a condom he’ll just leave").
Armed with Tallis’ model, the intention of the founders of the new HIV risk 
reduction programme was to offer patients referred to the new service cognitive 
behaviour therapy (CBT). The model suggested that if the putative cognitive 
processes and structures could be changed via cognitive behavioural therapy then 
there would be a reduction in unsafe sex activity.
Which patients might respond to CBT
The promising results reported by Kelly et a/. (1989); Kelly et al.( 1990); Valdiserri 
et a/. (1989); and Rotheram-Borus et ah (1991) using group CBT to reduce unsafe 
sexual practices were in respect of individuals who came forward as volunteers for 
the treatment, thus these individual were probably well motivated (Kelly et a l, 
1993). Patients referred to our psychology department by GUM doctors/health
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advisors for treatment may have different characteristics than self-selected 
volunteers and hence their response to CBT may be different.
Tallis developed his CBT model in the early days of the project, and as mentioned 
above it was unclear what kind of patient would be referred when the project was 
first started. The picture that started to emerge from clinical experience (ie 
clinical impression and patients history) was that many of the patients referred 
had long-standing problems (that predated their difficulties with safer sex 
practices) related to their personality.
In recent years a small number of cognitive behaviourial therapists have started 
to investigate the application of CBT to patients diagnosed as personality 
disordered (cf. Pretzer, 1994). It is fairly clear that the application of short-term 
CBT is often hampered by long-standing personality problems (Reich and Green, 
1991). For example, Mavissakalian and Hamman (1987) found that 75% of 
agoraphobic subjects who were rated as being low in personality disorder 
characteristics responded well to a time-limited behaviourial and pharmacological 
treatment, whereas only 25% who were rated as high on personality disordered 
characteristics responded to this treatment.
Turner (1987) also examined the effects of personality pathology on group CBT 
for social phobia and likewise found that CBT was hampered by personality 
disorder. In this study patients were not assigned to personality disordered and 
non-disordered groups until after completing treatment (this was to ensure that
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the therapists were blind to the patients’ group status throughout treatment). 
Patients were sorted into these two groups on the basis of the results of their pre­
treatment MMPI profile and whether they met the DSM-III criteria (APA, 1980) 
for a personality disorder as judged by the investigator at post-therapy. Six 
patients were placed in the non-personality-disordered group because their MMPI 
profiles were in the normal range and they did not meet DSM-III Axis II criteria 
for any personality disorder. Seven patients met criteria for a DSM-III defined 
personality disorder. This latter group of patients showed greater disturbance on 
the MMPI (their group profile was 2-7-8). All patients, from both groups, 
completed the 15 session CBT course. At baseline, the personality-disordered and 
non-personality-disordered patients’ scores were similar on a range of dependent 
variables (including Social Avoidance and Distress Scale (Watson and Friend, 
1969); Social Anxiousness Scale (Richardson and Tasto, 1976), and SCL-90 
Derogatis, 1977) although the first group was slightly more disturbed on the 
Spielberger State Anxiety Scale (Spielberger et al, 1983) and the Interpersonal 
Sensitivity Scale of the SCL-90 (Derogatis, 1977). The results of this study were 
that, although both groups evidenced substantially the same levels of social phobia 
pre-treatment, the non-personality-disordered patients improved dramatically (and 
statistically significantly) more than the personality-disordered patients.
As more patients were referred to our new service the psychologist involved in 
providing treatment increasingly noted (from the patient’s histories and 
presentation in interview) that the majority of patients had severe and long-
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standing personality problems23. I therefore suggested that we collect MMPI 
data as a method of providing convergent validity for their clinical judgement24. 
Although Helmes and Reddon (1993) in a detailed review of the MMPI-2 strongly 
criticise a number of psychometric aspects of the inventory, they conclude that it 
is excellent for distinguishing between healthy adjustment and abnormality25.
Method
Twenty four consecutive new referrals were asked to complete the MMPI-2 and 
the Eysenck Impulsiveness (IVE) Questionnaire (Eysenck et a l, 1985). Patients 
completed the MMPI-2 at home. They either returned it at their next 
appointment or posted it back. The MMPI-2 was scored on the standard clinical 
scales as prescribed by the test manual (Hathaway & McKinley, 1989). Patients 
were given feedback on the test results by the psychologist assigned to their case. 
Although the psychologists providing the treatment were not blind to the MMPI-2 
results, they were not familiar with this test so they did not formally incorporate 
the results into their treatment plans.
23 Thornton et al. (1994) provide audit data on the first 51 patients referred to the HIV risk
reduction programme. It was noted that 57% o f patients referred had a past history of treatment for 
psychological or psychiatric disorder.
24 Deept Shah, Clinical Psychologist, who is now responsible for running our risk reduction 
service is collecting a range o f self-report data including her own questionnaire which measures automatic 
thoughts associated with unsafe sexual activity.
25 It would probably be true to say that my prior experience o f using the MMPI at
Broadmoor Hospital where I had gained some expertise in its interpretation also influenced the decision  
to select the MMPI-2 for this study.
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The dependent variables in this study were: number of failed appointments 
(DNA); number of sessions; and subject’s rating of confidence in maintaining safer 
sex - pre and post treatment26.
Patients were treated on an individual basis. Although the nature of the 
treatment uncontrolled - ie there was no treatment manual to follow or formal 
check to see exactly what was done - the psychologist providing the treatment 
were guided by the Tallis model described above. The treating psychologists used 
a variety of cognitive behavioural techniques which were principally drawn from 
Beck’s cognitive restructuring (Beck el al. 1979).
Results
Of the 24 subjects who completed the MMPI-2, two were women. Of the 22 men 
in the sample, 20 were gay. The average age was 27 and three were HIV positive.
Table 1 shows the descriptive statistics for the MMPI-2 for the whole sample of 
24 patients. The means and standard deviations are for raw scores (including the 
K correction). These average raw scores were converted into T-scores using the 
norms provided in the test manual (Hathaway and McKinley, 1989). The MMPI-2 
profile is plotted on uniform T-scores which means that T-score on each scale
26 This was measured with the following question:-
How confident do you feel at present, about maintaining safer sex? (please circle a number).
0 1 2 3 4 5 6 7
N ot confident Very confident
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equal the same proportion on the population ie a T-score of 65, whether it is on 
scale 2 or scale 4 indicates that approximately 8 percent of the MMPI-2 normative 
group scored at this point or higher. In the original MMPI T-scores above 70 were 
considered abnormal, however, in the manual for the MMPI-2 it is recommended 
that a T-scores above 65 be considered abnormal. Inspection of table 1 reveals 
that five of the clinical scales are abnormally high. The five abnormal clinical 
scales are: scale 2 ( depression); scale 4 (psychopathic deviance); scale 6 
(paranoia); scale 7 (psychasthenia) and scale 8 (schizophrenia). None of the 24 
subjects had normal profiles and indeed only three subjects had less than 2 
abnormal scales.
Twenty subjects completed the Eysenck Impulsiveness scale (see table 2). The 
results on this questionnaire were that the current subjects had a high score on 
the impulsiveness sub-scale (Imp. scale). In Eysenck’s studies the Imp. scale has 
been correlated strongly with psychoticism (tough-mindedness). The subjects 
appear to have scores similar to the test manual for venturesomeness sub-scale 
(Vent, scale) which Eysenck found to be related to Extraversion in his model of 
personality.
Using SPSS the MMPI-2 scales were subjected to a Spearmans correlation (see 
table 3) with the following dependent variables: pre-confidence rating; post­
confidence rating; number of sessions patient failed to attend and number of 
sessions patient was seen before being discharged. A small number of significant 
correlations were found. The K scale, one of the three validity scales of the
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MMPI-2, showed a significant negative correlation with the number of sessions 
missed by the patient. The paranoia scale (PA) was positively correlated with 
sessions missed by the patient. Both the depression scale (D) and the social 
introversion scale (SI) were negatively correlated with the patients’ pre-treatment 
confidence for maintaining safer sex. The psychasthenia scale (which measures 
worry, tension and obsessive thought) and the social introversion scale (SI) were
positively correlated with number of sessions the patient received. The mania
/ .
(MA) scale was significantly negatively correlated with subjects’ post-treatment 
rating of their confidence in maintaining safer sex.
The Eysenck Impulsiveness Questionnaire did not significantly correlate with any 
of the dependent variables, surprisingly it also did not correlate with any of the 
MMPI-2 scales.
At pre-treatment the sample had a mean score of 2.47 (sd. 1.81) on the 
"confidence to maintain safe sex" question and at post-treatment the score was 
5.13 (sd. 2.70). These scores were found to be significantly different from each 
other (Wilcoxon Matched-Pairs Signed-Rank Test: P = 0.018). Thus at post- 
treatment patients were rating themselves as more confident in maintaining safer 
sexual practices.
I l l
Table 1 Descriptive Statistics for the MMPI-2 
Validity & Clinical Scales for 24 patients Seen for HIV Risk Reduction
MMPI-2 Mean Std Dev Minimum Maximum T score
L 3.67 1.93 1 7 48
F 11.87 7.52 3 27 73*
K 12.42 4.84 6 25 43
1 16.87 5.33 7 27 62
2 26.54 8.05 12 44 68*
3 26.38 5.78 16 40 61
4 31.17 6.40 19 42 72*
5 33.25 5.48 22 40 64
6 14.96 4.03 9 25 68*
7 36.08 8.04 22 52 70*
8 39.96 10.83 24 58 74*
9 24.00 4.29 16 32 59
0 30.88 9.12 18 56 55
(* indicates that the score is abnormally high)
L =  L (Lie) scale; F  =  Infrequency Scale; K =  K (correction) scale; 1 =  Scale 1 
(Hypochondriasis); 2 =  Scale 2 (Depression); 3 =  Scale 3 (Conversion Hysteria); 4 =  Scale 4 
(Psychopathic Deviate); 5 =  Scale 5 (Masculinity-Femininity); 6 =  Scale 6 (Paranoia); 7 =  Scale 
7 (Psychasthenia); 8 =  Scale 8 (Schizophrenia); 9 =  Scale 9 (Hypomania) and 0 =  Scale 0 (Social 
Introversion).
Table 2 Means and Standard Deviations 
for the Eysenck Impulsiveness Questionnaire
Mean & SD
Mean SD given by Eysenck et a l (1985)
E l 10.95 3.44 6.55 (4.43)
EV 9.00 3.95 7.64 (4.25)
EE 14.25 3.06 12.01 (3.31)
(E l =  Impulsiveness or Imp.\ EV  =  Venturesomeness or Vent, and EE =  Empathy)
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Table 3 Soearman Correlation Coefficients:
MMPI-2 Scales with Deoendent Variables
MMPI-2 PRECONS POSTCONS DNA SESS
Scales
L .0753 -.0262 .0264 -.1493
F -.1752 .0319 .1777 .0698
K .3201 .2233 -.4980* -.1473
1 -.3456 -.3787 -.0444 .0105
2 -.5337* -.3318 .1238 .2248
3 -.1781 -.1861 .0811 .2856
4 -.1894 -.6189 .1920 .1328
5 -.3901 -.2325 .3319 .3878
6 -.2743 -.6628 .4078* .1337
7 -.3639 -.2537 .1702 .4611*
8 -.2042 -.5104 .3249 .0634
9 .0318 -.7209* .2337 .0906
0 -.5968* -.0761 .3567 .4297*
Eysenck’s
Impulsiveness
Scales
El -.1373 -.6071 .3245 .0889
EV .4401 -.3805 -.0297 -.0410
EE .3469 .1142 .1988 .1626
* - Signif. LE .05 ** - Signif. LE .01 (2-tailed)
PRECONS =  Pre-treatment confidence; POSTCONS =  Post-treatment confidence; D N A  =  
appointments missed and SESS =  number o f sessions of therapy.
L  =  L (Lie) scale; F  =  Infrequency Scale; K =  K (correction) scale; 1 =  Scale 1 
(Hypochondriasis); 2 =  Scale 2 (Depression); 3 =  Scale 3 (Conversion Hysteria); 4 =  Scale 4  
(Psychopathic Deviate); 5 =  Scale 5 (Masculinity-Femininity); 6 =  Scale 6 (Paranoia); 7 =  Scale 
7 (Psychasthenia); 8 =  Scale 8 (Schizophrenia); 9 =  Scale 9 (Hypomania) and 0 =  Scale 0 (Social 
Introversion). E l =  Impulsiveness or Imp.', EV =  Venturesomeness or Vent, and EE =  Empathy)
Discussion
Twenty-four consecutive patients referred to a specialist psychological HIV sexual 
risk reduction service all had abnormal MMPI-2 profiles. The average MMPI-2 
profile for the group showed abnormal elevations on five clinical scales. These
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were scales: 2, 4, 6, 7, and 8. The F scale, a so-called validity scale, was also 
abnormally high. With five clinical scales abnormally high and a high F scale 
these patients were acknowledging a multitude of complaints related to both 
personality and psychiatric symptoms. Rosenberger et al (1993) used structured 
interviews to investigate lifetime prevalence of psychiatric disorder in 197 gay men, 
of whom 166 were HIV positive. These investigators found that 63% of the total 
sample reported an episode of affective illness and 71% reported substance use 
disorder. According to Rosenberger et al (1993) these psychiatric disorders were 
not the consequence of HIV infection but rather were lifetime difficulties pre­
dating infection. Psychiatric symptoms may put individuals at risk for HIV. For 
example, Weinrich et al (1993) studied the MMPI profiles of 583 gay/bisexual 
men. They converted the MMPI data into a canonical variable of general 
maladjustment. This variable of maladjustment correlated with self-report of 
"receiving semen rectally without a condom".
The finding of elevation on MMPI-2 scales 2, 4, 6, 7, 8, and F provides convergent 
validity for the observations made by the psychologists providing the new service 
that the patients were suffering with severe and long-standing psychopathology. 
Morey and Smith’s (1988) review of twelve studies that had administered the 
MMPI to groups of patients diagnosed as Borderline Personality Disorder found 
that, scales 2, 4, 7, and 8 were frequently observed to be abnormally high in such 
patients and scale 6 was abnormal in some of the studies. This is the pattern of 
the current results. One might therefore suspect that many of the patients in our 
sample have Borderline Personality Disorder. However, it would be wrong to
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automatically conclude that the current sample have Borderline Personality 
Disorder despite the consistency of scales 2, 4,6 , 7, and 8 being elevated in 
studies of Borderline Personality Disorder . This is because the MMPI clinical 
scales have not been shown to be sensitive and specific for diagnosing DSM-III 
& DSM-III-R Borderline Personality Disorder. Widiger ef al (1986) suggest that 
the MMPI will never be able to accurately diagnose Borderline Personality 
Disorder, not because the inventory is so poor, but rather because the patients 
diagnosed with the DSM Borderline Personality Disorder have a heterogeneity in 
their symptomatology and that they usually have additional personality disorder 
diagnoses.
The negative correlation between the MMPI-2 K scale and the number of sessions 
that the patient failed to attend appointments is interesting. Unfortunately the K 
scale is not particularly easy to interpret (Graham, 1990) for it can reflect both 
defensiveness and ego-strength/psychological resources (perhaps because some 
defensiveness is a positive aspect of mental health). Maybe the best explanation 
for the negative correlation between number of missed appointments and the K 
scale is that in this sample higher K score indicated greater ego- 
strength/psychological resources.
The positive correlation between the MMPI-2 paranoia scale and appointments 
missed is easy to understand for this scale reflects problems with trust. High 
scorers on the paranoia scale are described as suspicious, hostile, guarded,
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argumentive and prone to blame others. This result suggests that patients with 
high scores on the paranoia scale are more difficult to engage in CBT for safer 
sex problems.
The correlation between both the MMPI-2 depression and social introversion 
scales with pre-treatment confidence ratings for safer sex suggests that general or 
pervasive feelings of shyness, low self-confidence, poor self-esteem, and low 
morale are related to low confidence in maintaining safer sex. Feelings of 
hopelessness and pointlessness are likely to reduce motivation for following safer 
sex guidelines and such feelings are also associated with reduced belief in self- 
efficacy (Bandura, 1969). Social introversion and social anxiety are also likely to 
make it difficult for the individual to initiate discussion about safer sex with 
partners. Our findings are consistent with the literature. For example, Ross 
(1990) using the Adjective Check List (a personality measure) and the Profile of 
Mood States with a sample of 81 gay men found that a more assertive and 
forceful style of personality was associated with increased use of condoms and that 
dysphoric mood states was associated with a lack of change towards condom use. 
Orr et al (1994) also found that urban African-American women who had 
symptoms of depression were more likely to be engaging in sexual practices that 
put them at risk for HIV.
The negative correlation between the MMPI-2 mania scale and post-treatment 
confidence in maintaining safer sex is understandable as this scale reflects aspects 
of impulsivity. For example, Zuckerman (1994) reports that the most consistent
116
correlation between the MMPI and his extensively researched Sensation Seeking 
Scale is with the mania scale of the MMPI. Graham (1990) assets that high 
scores on the mania scale suggest that the person will have difficulties controlling 
his behaviour and will display hostility/irritability. Our results suggest that patients 
who endorse items from the mania scale have greater difficulties acquiring 
intrapersonal "skills" from short-term CBT necessary for maintaining safer sex.
The Eysenck Impulsiveness Questionnaire did not correlate with any of the 
dependent variables. Nevertheless, the mean score on the Imp sub-scale was 
higher than the norms provided in the test manual. Imp correlates with the 
psychoticism factor of the Eysenck Personality Questionnaire (EPQ) and 
McCrown (1993) found that psychoticism correlated with failure to practice safer 
sex in HIV positive gay men27.
The 24 patients (group analysis) in this study who received CBT reported that 
they were significantly more confident in maintaining safer sex practices. This is 
a promising outcome for it suggests that despite considerable psychopathology 
patients are reporting that CBT has helped them gain greater control for safer 
sex. Nonetheless, as is widely appreciated accurate evaluation of the outcome of 
psychological treatment is extremely difficult to ascertain. It may be that the 
patients are reporting greater confidence in self-control but are not translating this
My research project will consider the relationship between the Eysenck Impulsivity 
Questionnaire and sexual risk taking behaviour.
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into safer sex practices. Notwithstanding ethical considerations, it might be 
possible to ascertain whether there has been a ’true’ change to safer sexual 
practices by examining the future rate of sexually transmitted diseases in the 
patients given the psychological intervention compared to a group of matched 
patients attending GUM clinics.
Conclusion
This is a descriptive study and therefore in the absence of an experimental control 
group many interesting questions have not been addressed. For example, it is 
impossible to ascertain whether the current sample is really different in terms of 
psychopathology to patients seen by Health Advisors who are the main providers 
of safer sex counselling. Another question that the study cannot answer is how 
much does psychopathology contribute to unsafe sexual practices by gay men in 
the general population, for it is possible that most incidents of unsafe sex can be 
explained by situational variables rather than individual psychopathology. 
However, a number of provisional conclusions can be drawn from the data 
collected to date. First, the MMPI-2 data demonstrates that this group of patients 
referred for safer sex treatment has a broad range of serious and long-standing 
psychopathology, that is, significant psychopathology in addition to having 
difficulties maintaining safer sex. Second, the relationship between MMPI-2 scales 
and dependent variables (eg sessions missed, confidence in maintaining safer sex) 
has fairly obvious face validity. Third, anxious and depressed patients have more 
sessions of treatment whereas suspicious or distrustful patients miss more
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appointments. Thus, this study is consistent with the idea that personality 
pathology or intrapersonal variables influences outcome in therapy and therefore 
the design of future therapeutic interventions will need to embrace this. Finally, 
the results of this study may be interpreted as consistent with the idea that 
psychopathology is a risk factor for HIV.
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Personality and HIV risky behaviour
ABSTRACT
The main focus of this study is the role of personality and unsafe sexual 
behaviour. I begin with a brief review of the considerable amount of research 
which has been directed at situational, cognitive and attitudinal factors affecting 
HIV sexual risk-taking behaviour. The few personality studies that have examined 
unsafe sexual behaviour are then reviewed. None of these personality studies 
employed the now widely accepted five-factor taxonomy of personality. This study 
explores the utility of the five-factor model to understanding unsafe sexual 
behaviour. A questionnaire was devised consisting of the NEO-FFI (a measure 
of the five factors of personality), Eysenck’s Impulsiveness/Venturesomeness Scale 
and questions measuring sexual behaviour. The questionnaire was administered 
to 175 patients attending GUM clinics. This allowed an examination of the 
relationship between the personality scales and unsafe sexual behaviour. The 
results confirm that there is a strong relationship between personality traits and 
unsafe sexual behaviour. Specifically low conscientiousness was associated with 
unsafe sexual behaviour in gay men, whilst low agreeableness was important for 
heterosexuals and in particular women who were unsafe with casual partners. The 
results are discussed in the context of ideas for health education/safe sex 
counselling.
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1. INTRODUCTION
This research project is concerned with the relationship between personality 
variables and sexual behaviour which puts individuals at risk for human 
immunodeficiency virus (HIV) infection. Initially I will present epidemiological 
data on the continued spread of HIV through sexual activity. These data show 
that, despite media and government health campaigns, HIV remains a very serious 
public health problem with many new infections. Besides sexual abstinence or 
complete fidelity, safer sex is the only method for avoiding HIV infection. I 
therefore discuss and review the psychological and social variables that have been 
identified as important in helping individuals adopt and maintain safer sex 
practices. However, little work has been done on the possible contribution of 
personality factors to the adoption and maintenance of safer sex behaviour. The 
five factor model of personality is currently seen by the majority of psychologists 
working in the field of personality as the most satisfactory taxonomy for describing 
normal personality. My thesis is that the five factor model of personality will 
suggest some important personality traits that may relate to safer sex behaviour. 
I will present the background to the five factor model and discuss the few studies 
that have investigated personality variables as predictors of safer sex. I finish this 
chapter with my research hypothesis.
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1.1 BACKGROUND TO THE STUDY
1.1.1 The spread HIV and the extent of the HIV problem
HIV is a lethal virus as it shortens an infected individual’s lifespan and diminishes 
the quality of his or her life. There are four main means of transmission: sexual 
intercourse (anal or vaginal); the use of infected syringes and needles (normally 
by injecting drug users); contaminated blood transfusion; and vertical transmission 
from infected mother to unborn child. The vast majority of infections are from 
sexual intercourse.
Each month the Communicable Disease Surveillance Centre produces a U.K. 
epidemiological report for HIV and AIDS. The following information is extracted 
from the February and March 1995 reports (Communicable Disease Report, 
1995). For the U.K., a total of 10,538 cases of AIDS (9,620 male and 918 
female) have been reported since 1982 (when reporting began) to the end of 
February 1995, 7247 of whom (69%) are known to have died from AIDS-related 
illnesses. By the end of December 1994, 23,104 reports of persons infected with 
HIV-1 had been received, 14,924 (65%) of which were from the Thames 
(London) region.
The Communicable Disease Report (Feb. 1995) shows that the number of new 
AIDS cases reported each year has increased since the epidemic began. Most 
cases are in men infected through sexual intercourse between men. In 1994 there 
were more than three times as many cases in this exposure category than in all the 
other exposure categories combined. The report also shows that since 1988 there
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has been a marked increase in cases due to sexual intercourse between men and 
women, and that in 1994 there was more than twice as many cases in this 
exposure category than in the injecting drug users category. Nonetheless, it should 
be remembered that infection due to sexual intercourse between men accounts for 
more reports of HIV than all other exposure categories combined.
Evans et a l (1993) collected surveillance data on sexually transmitted diseases in 
gay and bisexual men. These data showed that the prevalence of HIV infection 
in gay/bisexual men under 25 attending genitourinary medicine clinics in London 
was 17% compared with 7.8% outside of London. The proportion of men aged 
15-19 who were found to be infected with HIV-1 at first testing increased from an 
average of 2.4% up to 1990 to 4.7% in the first nine months of 1991. These data 
demonstrate that HIV transmission in gay and bisexual men continues to be a 
major health problem, and that there is a frightening increase in infections among 
young gay and bisexual men.
I have focused on data from the U.K., but it is important to remember that HIV 
infection in many areas of the world is at epidemic levels. It is estimated that by 
the end of the decade 110 million HIV infections (mostly via heterosexuals 
intercourse) will have occurred in Africa, India and Asia (Mann, 1992).
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1.1.2 Safer sex
Health educators in the U.K. have invested great effort in the prevention of HIV 
transmission (eg Health Education Authority, 1990; Knox et a l, 1993). They have 
implemented campaigns that seek to modify sexual behaviour. Initial U.K. 
government campaigns focused on educating the whole community about the 
nature and spread of HIV, whilst certain charities (eg. the Terrence Higgins 
Trust) largely targeted their message of safer sex at gay and bisexual men. There 
continues to be some targeting of the safer sex campaigns towards gay and 
bisexual men, but there is also a focus on young people in general (eg Health 
Education Authority, 1990).
Unfortunately considerable doubt remains in both the scientific and gay 
community over exactly what is required to prevent HIV transmission during 
sexual activity. The one thing that all in the field appear to agree on is that anal 
sex without a condom constitutes the highest risk for HIV transmission amongst 
gay and bisexual men. There is some differential risk involved in insertive anal 
intercourse versus receptive anal intercourse. However, as both carry high risk 
for transmission, campaigns have not differentiated the risks involved. Anal 
intercourse with a condom still carries risk for HIV as condoms may fail for a 
number of reason including improper use and defects in the manufacture. 
Therefore some safer sex leaflets and advertisements for gay men have 
emphasized the reduction, or better still, the avoidance of anal intercourse, where 
as others have targeted how to use condoms to minimize the risk of breakage 
(Gold, 1995).
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There is some doubt about the possible risk for HIV transmission via orogenital 
sexual activity. Several studies have reported little or no risk of HIV transmission 
by orogenital intercourse among gay men (VanGriensven et a l, 1987; Winkelstein 
et a l, 1987; and Kingsley et a l, 1987). However, uncertainty remains because of 
rare cases of infection where the patient insisted that he had not had any sexual 
intercourse, but only engaged in mutual masturbation and orogenital contact (eg. 
Lifson et a l 1990; Rozenbaum et al 1988). Keet et al (1992) carried out a 
prospective study on 757 gay men. They made a detailed study of 102 men who 
sero-converted (ie., became HIV positive during follow up). Receptive anal 
intercourse in the 6-9 months before sero-conversion was denied by 20 subjects 
on written questionnaire, but in face-to-face interview 11 men later reported this 
sexual activity. Overall in this study nine out of the 102 men who had become 
positive consistently denied receptive anal sexual intercourse, of whom five 
reported having only had insertive anal intercourse. Thus it appears that four were 
infected via orogenital contact.
For heterosexual men and women, the health education message in the U.K. has 
emphasized that HIV can be transmitted during sexual intercourse. People have 
been urged to reduce the number of sexual partners and that if they do have a 
number of partners they should use condoms. The evidence to date is that this 
public health message has totally failed to change the sexual behaviour of the vast 
majority of heterosexuals (Philips and White, 1991; Johnson et a l, 1991; O’Leary
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et al, 1991)28.
1.2 PSYCHOLOGY OF SAFER SEX
It is a common observation (in health psychology) that knowledge does not 
necessarily lead to behaviour change. A well-worn example is smoking. Similarly, 
a number of studies have found that knowledge about sexual behaviours which put 
people at risk for HIV is generally high (Becker & Joseph, 1988; Gold et a l, 1991; 
Gold et a l, 1992; Weinstock et al, 1993). However, although early studies of gay 
men showed a huge swing to safer sex practices (eg. Martin, 1986; Winkelstein et 
a l, 1987; Siegel et a l, 1988; Hunt et al, 1991 for review see Becker & Joseph, 
1988), recent data has demonstrated that knowledge alone does not lead to 
consistent safer sex practices in many people (eg Osmond et al, in press; Gold et 
a l, 1991; Gold et al, 1992). Knowledge may be considered a necessary factor for 
safer sex, but a number of other factors appear to be involved in whether safer 
sex practices will be adopted and maintained by individuals.
1.2.1 Demographic, cultural and sociological factors
Age and geographical location seem to be fairly consistently related to sexually 
risky behaviour (Hosper and Kok, 1995). Surveillance data in the U.K. indicate 
that recent HIV infections are disproportionately affecting younger gay men
28 It is generally considered that lesbian sexual activity carries minimal risk for HIV  
transmission and consequently there has been little safer sex advise directed specifically towards women 
who have lesbian relationships.
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(Evans et a l 1993). Eight studies dealing with age and HIV risk for gay men are 
considered in a review paper by Hosper and Kok (1995). All eight studies 
demonstrate an association between age and risk-taking sexual practices, with 
younger gay men having more unprotected anal intercourse than older men. 
Ekstrand and Coates (1990) make a few suggestions in trying to explain the 
association of age and unsafe sexual practices: younger men might have less social 
support for practicing safer sex; they might perceive themselves to be 
invulnerable; or they might have poor skills for buying condoms or negotiating 
safer sex.
Hays et al (1990) examined low versus high risk-taking among gay men aged 18 
to 25. Those in the high risk-taking category reported more enjoyment of anal 
intercourse without a condom, perceived less risk with regard to unprotected anal 
intercourse, and reported poorer communication skills with sexual partners.
Turning now to geographical location as a factor influencing sexual behaviour, 
several authors have suggested that gay men living in areas of low HIV prevalence 
engage in more sexually risk-taking behaviour (eg. Jones et al 1987; Kelly et al 
1990). Weatherburn et al (1991) examined this issue using U.K. data and found 
that men living in London were significantly more likely to use condoms compared 
with men who lived outside London. This result may reflect on an underestimation 
of risk of infection by men who live in areas where the sight of men living with 
AIDS is relatively uncommon. Alternatively, it may reflect on less exposure to 
health education messages outside the major gay communities.
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Perhaps surprisingly other demographic variable such as income and level of 
education have little relationship to safer sex in gay men (Hospers and Kok, 
1995). Nonetheless, being poor, having less education and belonging to an ethnic 
minority group are all factors that have been associated with relatively high HIV 
risk in the general community (Dublin et al 1992; Harrison et al, 1991).
Cultural factors are very important in determining the type of sexual behaviour 
which takes place. For example, Isomura and Mizogami (1992) found that 
sexually active, gay and bisexual men in Japan were much less likely than their 
counterparts in the U.S.A. or Europe to engage in anal intercourse. Furthermore, 
gay Japanese men who do have anal intercourse are much more consistent in their 
use of condoms.
Cultural (and sub-cultural) norms about safer sex have been found to predict safer 
sex practices. For example, Joseph et al (1987) found a strong positive relation 
between social norms supportive of behaviour change and risk-reduction 
behaviour. Similarly, Klien et al (1987) found in their physician sample that the 
perception that other gay men had changed their sexual practices predicted 
behaviour change; however, this relationship was not found in their sample of 
university students. More recently, Seibt et al (1995) investigated acculturation 
or socialization into the gay community and its relationship to safer sex by 
collecting data on 282 men who have sex with men. Their index of acculturation 
included belonging to an organization for gay men and being a regular reader of
gay newspapers. Seibt et al found that greater acculturation was statistically 
significantly related to safer sex. However, Kelly et al (1991), who carried out 
a longitudinal study of 68 gay men, found that those men who considered 
themselves as more "out" with respect to their sexuality were actually more likely 
to have unsafe sex. Furthermore, Gold (1995) who interviewed large numbers of 
gay men drawn from gay bars and clubs suggests that the notion of a "gay safe-sex 
culture" is a myth in many sections of the gay community. For his sample the 
norm was "occasional slip-up safe-sex culture".
In order to investigate whether cultural and political factors may influence the 
adoption and maintenance of safer sex in Europe, Bochowe/ al (1994) distributed 
questionnaires to gay men in eight European countries. A total of 12,347 
questionnaires were obtained. The results showed that gay mens’ pattern of safer 
sex varied widely across the eight countries as did the prevalence of HIV. For 
example, the overall prevalence of HIV in the U.K. was 7% whereas it was 17% 
in France. Bochow et al suggest that HIV risk reduction was greater in those 
countries where the gay community had been included in targeted prevention 
campaigns during the early phase of the HIV epidemic. The French respondents 
indicated a disproportionate lack of confidence in governmental AIDS policy 
relative to respondents from other countries.
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1.2.2 Situational factors
Use of drugs and alcohol before or during sexual activity is frequently reported 
by both gay men and heterosexual individuals and it has been suggested that such 
substances may increase the likelihood of HIV risky sexual behaviour (McKusterr 
et aL, 1990; Ostow et a l, 1990). On the one hand, Kelly et al (1991) found that 
alcohol and/or drug use was associated with more risk-taking sexual behaviour and 
Valdiserri et a l (1988) found less use of condoms when alcohol/drugs had been 
consumed. On the other hand, two other studies found no association between 
alcohol and drugs and sexually risky behaviour (Adib el al, 1991; Connell et al, 
1990). Use of drugs and alcohol may reflect on general risk-taking and thus 
may not be directly related or antecedent to a particular incident of unsafe sexual 
activity via any disinhibition process. It is also possible that drugs and alcohol are 
consumed to obscure a pre-existing intention to have unsafe sex.
1.2.3 Interpersonal variables
In heterosexual sexual encounters it may be very difficult - because of power 
differences between men and women - for women to initiate safer sex (Worth, 
1990). Furthermore, it may be difficult for women to "produce" a condom during 
a sexual encounter because it may be seen as a sign that they are promiscuous 
(Sheeran et al, 1990). Breakwell et al (1994) suggest that investigators of safer 
sex need to understand the social representations that guide a person’s 
interpersonal behaviour if they are to understand how safer sex knowledge is 
applied during sexual activity. In other words, an individuals schema of how to
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conduct themselves in sexual relationships will affect whether they implement or 
draw upon their knowledge of HIV risk. Safer sex health protection is almost by 
definition going to involve interpersonal factors and social cognition rather than 
purely health cognition. As I will discuss later (Section 1.2.4), a number of the 
cognitive models that have been applied to safer sex, although normally discussed 
under the umbrella term of social cognition, actually involve health cognition (eg 
health beliefs) divorced from the nitty gritty of social encounters/relationships. It 
will be shown that these models fail to predict the thought processes that actually 
govern behaviour during the passion of a sexual encounter or in long term sexual 
relationships.
In fact there is an association between type of relationship and likelihood of 
unsafe sex. The affective elements of sexual activity in a long-term relationship can 
lead to quite different sexual behaviour (eg. greater likelihood of anal intercourse) 
than that found in casual sexual encounters. Hence gay men are more likely to 
have unsafe sex in longer term relationships rather than casual encounters 
(Bochow et a l, 1994; Hunt et al 1992; Gold et al 1991) and similarly 
heterosexuals are even less likely to use a condom in an on-going relationship than 
in a "one night stand" (Clift et a l, 1993). Kelly, Kalichman et al (1991) asked gay 
respondents to recall the most recent occasion on which they had engaged in 
unsafe sexual activity and to rate the extent to which various factors may have 
contributed to its occurrence. The factors rated as having been most important 
were being with a partner who was "special" and having wanted to please the 
partner. These findings suggest that various social cognition factors are related to
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unsafe sexual behaviour.
1.2.4. Social cognition and safer sex
A number of psychologists have attempted to understand the problem of HIV risk 
reduction from a social cognition perspective (Fisher and Fisher, 1992). The four 
most common theoretical models used in this context are the health belief model 
(Rosenstock, 1974); theory of reasoned action (Fishbein and Ajzen, 1975); self- 
efficacy theory (Bandura, 1986); and protection motivation theoiy (Rogers, 1984). 
These theories are outlined below in turn.
The health belief model is composed of four dimensions of health belief, each 
expected to relate to health behaviour. The four dimensions are: perceived 
susceptibility to the disease; perceived severity of the disease; perceived benefits 
of the behaviour change; and perceived barriers to the behaviour change. The 
various permutations of these dimensions in terms of belief strength will 
determine the occurrence of health related behaviour, although the decision to 
engage in health related behaviours will be triggered by a ’cue to action’ which 
might be internal (eg. a symptom) or external (eg. written information).
Fishbein and Ajzen’s (1975) theory of reasoned action suggests that intention is 
the most accurate predictor of behaviour. This intention is in turn a function of 
two factors, attitude towards the behaviour and the subjective norm. Attitude 
towards the behaviour is determined by the perceived value of the consequence 
and by the perceived effectiveness of the behaviour, whereas the subjective norm
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is a social factor referring to perceived social pressure to carry out the behaviour.
From a self-efficacy perspective, knowledge about HIV risk reduction is 
insufficient to achieve behaviour change because people may know what to do and 
believe that a particular behaviour would be effective in reducing their risk, but 
they may see themselves as unable to perform the behaviour. Self-efficacy is the 
conviction that one can execute a specific behaviour.
The protection motivation theory is similar to the health belief model in that both 
are expectancy-value models. There are three components to the protection 
motivation theory: the magnitude of a noxious event (eg illness); the conditional 
probability that the event will occur if nothing is done to prevent it; and the 
effectiveness of a coping response that might avert the danger (response efficacy). 
Thus protection motivation is aroused when the individual appraises an event as 
noxious and likely to occur and has coping responses that might avert the danger. 
Once protection motivation is aroused there is an intention to undertake 
preventative action.
Numerous studies have collected data testing the various social cognition models 
described above (Fisher and Fisher, 1992). Indeed there is evidence from the 
safer sex literature that almost all of the notions highlighted by the social cognition 
approach have a role (Fisher and Fisher, 1992). For example there is strong 
evidence supporting the elements of the health belief model. Perceived 
susceptibility to HIV has been related to prevention in several studies with gay
men and college students (Catania et a l, 1990; DiClemente, Forrest and Mickler, 
1989; Emmons et al 1986); perceived cost and benefits of prevention have been 
related to HIV prevention in heterosexual and in gay men (Catania et a l, 1989; 
Emmons et a l, 1986; Fisher and Misovich, 1990); and cue stimuli have been 
related to prevention in gay men (McKusick et tf/.,1985).
Aspinwall et a l (1991) employed a hierarchical multiple regression analysis on 
psychosocial data to test whether social cognition models can predict HIV risk 
reduction. The psychosocial variables were derived from the health belief model, 
self-efficacy theoiy and protection motivation theory. One thousand four hundred 
gay and bisexual men provided questionnaire data. The analysis showed that self- 
efficacy, perceived risk, response efficacy and prior sexual behaviour accounted 
for approximately 70% of the variance in the total number of sexual partners and 
the number of anonymous partners over 6 month interval, controlling for 
demographic variables of HIV antibody status and the presence of a primary 
partner.
Aspinwall et aVs study demonstrated that an individual’s HIV status (ie whether 
he/she was HIV positive or negative) and whether the gay man had a primary or 
regular partner effects health related beliefs relevant to safer sex. In HIV 
negative men without a primary partner the impact of perceived risk increased the 
likelihood of safer sex, whereas in HIV positive men without primary partner the 
reverse was found. In the HIV positive men there was a response efficacy effect 
(ie belief that one could effect the progression of illness): men who did not
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believe that reducing their number of sexual partners would reduce their risk of 
getting AIDS reported increases in their number of partners over the 6 months 
of the study. The authors suggest that believing in a dose-response relationship 
between number of exposures to HIV and developing AIDS or that the individual 
may contract a new HIV strain may contribute to increase perception of response 
efficacy among HIV positive men.
The social cognition studies reviewed above collected data across subjects, ie 
comparing those subjects who have unsafe sex with those who have safe sex. 
This methodology does not directly investigate the mental events occurring during 
unsafe sexual behaviour. The social cognition models above are concerned with 
distal beliefs, expectancies etc. However, Gold and Skinner (1994) assert that 
attitudes and beliefs may only be suggestive (or probabilistic) of what thought 
processes actually occur during sexual encounters. It must surely be common 
observation that the best intentions etc are forgotten when passion is high. 
Furthermore cognitive psychologist, have produced extensive literature on how 
arousal and emotion interacts with cognitive processes.
Gold and his colleagues (Gold, 1995; Gold, Skinner & Ross, 1994; Gold, Skinner, 
Grant, & Plummer, 1991; Gold, & Skinner 1992; Gold, Karmiloff-Smith, Skinner, 
& Morton, 1992) in a series of studies have investigated the type of occasions and 
thoughts involved in gay men’s unsafe sexual encounters. Gold and Skinner
(1992) employed structured interviews with gay men aged 15-21 years. Subjects 
were asked to recall two sexual encounters from the preceding 6 months: one in
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which they had unprotected anal intercourse (unsafe encounter) and one in which 
they had resisted a strong temptation to have unprotected intercourse (safe 
encounter). In these young gay men negative mood state was associated with 
unsafe sex. In the unsafe encounters there was a greater use of "dirty talk" that 
was or could have been interpreted as an invitation to have unprotected 
intercourse. In the interview subjects were asked to rate 81 self-justifications (eg 
"I’m sure this guy isn’t infected. I can just tell" and "We take chances every day - 
after all, it’s even taking a chance to cross a road. Taking a risk is just part of 
life") for having intercourse without a condom stating how strongly such self- 
justifying thoughts had been in their mind at the time they decided to have 
unprotected intercourse. The self-justifications were factor analyzed. Two factors 
emerged. Factor one suggests that subjects reacted to negative mood states by 
’switching off from the topic of AIDS by telling themselves that the risk of 
infection was no worse than other risks encountered in the normal course of 
events. The second factor revealed a strong tendency among the sample to infer 
from perceptible characteristics that their partner was unlikely to be infected.
In a more recent study in Sydney, Gold et al (1994) employed a similar 
methodology to that just described but recruited gay men, both HIV positive and 
negative, in the age range 20-39 years. For the HIV positive subjects the most 
common self-justification for unprotected intercourse was the thought that they 
had nothing more to lose. In the uninfected subjects, the most common self- 
justifying thought was based on their resolution to have intercourse without 
ejaculation. Gold et al (1994) also found that the desire to seek adventure and
143
excitement through sex distinguished between the encounters only in the infected 
group. Almost one third of the infected group reported having had strongly or 
moderately in their mind the self-justifying thought that they were not responsible 
for their partner.
Gold’s work has clearly demonstrated that lack of knowledge is not the reason for 
most unsafe sex in gay men. Rather his work highlights the importance of 
cognitive, emotional and situational variables at the individual level. His work 
suggests that concepts from the field of personality and information processing 
should be relevant to understanding safer sex. For example, it may be that 
personality variables can predict which people will tend to use the self­
justifications found by Gold or which people will cope with their negative moods 
with self-destructive self-justifications.
1.3. PERSONALITY AND SAFER SEX
In comparison to the number of papers on social cognition and safer sex there are 
relatively few papers that have attempted to understand safer sex from a 
personality perspective. There are probably a number reasons for this neglect. 
Perhaps the most important reason is that "personality" has been out of fashion 
in psychology. A brief glimpse at the history of personality may put this in 
context. In the 1950’s personality assessment was widely used. However, 
considerable evidence was amassed by Mischel (1973) to support the thesis that 
personality traits were very poor predictors of behaviour. Nonetheless he did 
acknowledge that there was good evidence that cognitive constructions about
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oneself and the world, including other people, are often extremely stable and 
resistant to change. He also noted the consistency of cognitive or information- 
processing styles.
There are often a huge number of variables (both in the individual and in the 
situation) contributing to whether a particular behaviour will emerge. Therefore 
one cannot expect a very strong relationship between personality data and a 
particular action or behaviour. Personality data is probabilistic. In the context of 
HIV risk behaviour, personality data would not predict very accurately what kind 
of sex an individual would have in say their next encounter - clearly the situation 
will exert much influence - however such data may over a longer time period 
predict which individuals slip-up and have unsafe sex.
1.3.1 Sensation seeking and safer sex
One personality disposition that may be particularly relevant to HIV risk 
behaviour is sensation seeking. Zuckerman (1994) defines sensation seeking "as 
a trait defined by the seeking of varied, novel, complex and intense sensations and 
experiences and the willingness to take physical, social, legal and financial risks for 
the sake of such experience" (p 27).
Unprotected sexual intercourse with casual partners can be described as risk- 
taking behaviour. According to Zuckerman (1994) risk-taking behaviour is a 
correlate of sensation seeking but not an essential part of the definition. He 
states that the sensation seeker underestimates or accepts risk as the price for the
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reward provided by the sensation or experience itself. However, few sensation 
seekers, outside of the antisocial ones, seek to maximize risk for its own sake. In 
contrast, "low sensation seekers are not just risk aversive; they see no point or 
reward in the sensation-seeking activities that could justify what they regard as the 
high levels of risk involved" (p 27: Zuckerman, 1994). In essence Zuckerman 
separates risk appraisal from sensation seeking. He suggests that sensation 
seekers may attempt to reduce risk not by abstaining but by taking proper 
precautions (eg driving fast but wearing seat belt). However, high sensation 
seekers may have an "optimistic bias" (Weinstein, 1980) not processing the 
possible negative outcome to risky behaviour. Indeed there is evidence for an 
optimistic bias for HIV (ie. not perceiving the personal risk) in some samples of 
both gay (Bauman & Siegal, 1987) and heterosexuals (Freimuth, Edgar & 
Hammond, 1987).
Horvath and Zuckerman (1993) evaluated the relationship between sensation 
seeking and impulsivity; appraisal of risk in several areas (including crime, 
financial, social violation, sport) and risk of AIDS from sexual activity; and risky 
behaviour in the same areas. The subjects were 447 undergraduates. None of the 
variables predicted risky sex behaviour in females. However in males, sensation 
seeking, impulsivity and personal AIDS risk estimates were significantly related to 
risky sex behaviour. There was a positive correlation between AIDS risk appraisal 
and risky behaviour, that is, those who engaged in risky sex behaviour appraised 
their personal risk, particularly relative to peers, as high. In contrast personal risk 
appraisal in all other areas measured - crime, financial, social violation and sport -
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was negatively related to risk behaviour (that is, the more risky the activity was 
judged to be the less likely that the person would do it). Horvath and Zuckerman 
(1993) suggest that one reason why HIV risk appraisal does not reduce the 
likelihood of sexually risky behaviour is that there are no immediately discernible 
negative consequences, even though the students were accurate in their estimates 
of HIV risk. This suggests that sensation seekers have a greater willingness to 
accept risk as long as there are no fairly immediate negative consequences. It 
should be remembered that this study used university students who are at a lower 
risk for HIV than gay men; the latter, at least in big cities, are probably often 
exposed to the sight of men suffering from AIDS and therefore it may be argued 
that the negative consequences of HIV infection are more discernable for gay 
men.
We may now consider if sensation seeking influences safer sex practices within the 
gay community. On the one hand, no differences have been found between 
samples of heterosexual and gay students on sensation seeking (Zuckerman and 
Myers, 1983). This is interesting as gay men tend to have more sexual partners. 
On the other hand, one would anticipate that within the gay population there 
would be equal variation in levels of sensation seeking and just as has been found 
for heterosexuals one would predict that high sensation seeking gay men would 
be more at risk for HIV. Fisher and Mischovich’s (1990b) investigated the 
relationship between high-risk sexual behaviour and scores on the Zuckerman 
Sensation Seeking Scale (SSS) among gay and heterosexual college students. The 
SSS is the most commonly used measure of sensation seeking and is fully
described in Zuckerman (1994). Fisher and Mischovich (1990b) results were that 
sensation seeking was significantly correlated with number of sexual partners for 
both homosexuals and heterosexuals. Also sensation seeking correlated with the 
number of unfamiliar sexual partners reported.
There are problems with using the SSS with gay men. The most obvious problem 
is that some items assume the test taker is heterosexual, for example on form V 
item 22 is "I would like to meet some persons who are homosexual (men or 
women) versus "I stay away from anyone I suspect of being gay or lesbian" and 
item 29 although modified in Zuckerman (1994) was "I like to date members of 
the opposite sex who are physically exciting".
Kalichman et al. (1994) developed three new scales using gay men for 
standardization. Two new Sensation Seeking Scales were devised: a sexual 
sensation seeking scale, and a non-sexual sensation seeking scale. The third new 
questionnaire was a sexual compulsivity scale. Correlations between the three 
scales developed in this study and the perceived pleasure of nine sexual acts of 
varying levels of risk for HIV infection showed that the sexual sensation seeking 
scale and nonsexual experience seeking scale both significantly correlated with 
pleasure ratings of several sexual activities that vary in degree of HIV risk. 
However, only the sexual sensation seeking scale correlated with the most risky 
sexual behaviour, namely perceived pleasure of having anal intercourse without 
using condom. The sexual compulsion scale did not significantly correlate with 
any of the ratings of perceived sexual pleasures.
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Although these new sensation seeking scales appear promising they do appear to 
have some flaws. Firstly, Kalichman et a l, used quite a small sample of only a 106 
gay men. Secondly, stability of the scales was only tested over a two week period 
using 36 subjects (for the sexual sensation seeking scale the test-retest coefficient 
was 0.78). Hence there is little evidence that this scale is measuring a stable trait. 
Thirdly there is at least one item ("I have felt curious about having anal 
intercourse without a condom") on the sexual sensation seeking scale that is rather 
closely worded to the actual behaviour one is trying to predict: this of course 
could result in an illusory correlations between the scale and questionnaire 
measures of sexual behaviour.
The trait of sensation seeking is related to other personality traits. It is related 
both to a range of "narrow" traits (eg impulsivity), some of which are conceptually 
similar to sensation seeking (eg hedonism, curiosity), and to the broad dimensions 
of personality (eg psychoticism in Eysenck model). A full review of the 
relationship between sensation seeking and other personality traits is given in 
Zuckerman’s recent book (Zuckerman, 1994: chapter 3, pp 56-98). I will only 
briefly discuss the relationship of sensation seeking to those personality traits that 
have been measured in safer sex studies. According to Zuckerman (1994), the 
Eysenck and Eysenck’s (1978) Venturesomeness scale is a near equivalent of the 
thrill and adventure seeking sub-scale of the SSS and is strongly related, but not 
equivalent to the other sub-scales of the SSS. Whereas, Eysenck and Eysenck’s 
(1978) impulsiveness scale has a much lower correlation with SSS. In terms of the 
relationship between sensation seeking and broad dimensions of personality,
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Zuckerman’s data (see Zuckerman, 1994) shows that all the sub-scales of the SSS 
fall nearer the Eysenck’s dimension of psychoticism. In fact Eysenck’s model of 
personality has been employed in safer sex studies.
1.3.2. Safer sex and Eysenck’s model of personality
McCown (1991) studied the relationship between HIV knowledge, behaviour 
change and Eysenckian personality variables. Three hundred and fifteen adults, 
who had no special education on the subject of HIV (ie "naive" population), 
completed the Brief EPQ-R (Eysenck, Eysenck and Barrett, 1985) and a 
questionnaire tapping knowledge of HIV. Both the neuroticism (N) scale and the 
Lie scale correlated negatively with HIV knowledge for both men and women. 
McCrown’s (1991) paper includes a second study using a population of individuals 
who had previously attended an HIV education course. These subjects had been 
recruited through the gay community and all were male. These subjects also 
completed the brief EPQ-R but this sample was given a questionnaire measuring 
sexual behaviour. Psychoticism (P), extraversion (E) and N all correlated with 
unsafe sex. Since P and E relate to impulsivity, McCown predicted this result. 
However, the correlation of unsafe sex with N was not predicted by McCrown (he 
had hypothesized that high N subjects would anxiously avoid unsafe sex). 
McCrown suggests that the finding of a relationship between high N and unsafe 
sex may be due to such individuals not being assertive (ie not sufficiently confident 
to insist on safer sex). Another explanation that would fit with the data collected 
by Gold (1995) on negative mood as an antecedent to unsafe sex, is that those 
subjects who score high on N suffer more with low mood and perhaps feelings of
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hopelessness.
Indeed, Ross (1990) has found that dysphoric mood state and psychological 
maladjustment were predictive of failure to practices safer sex. Ross’s study was 
a 6 month prospective study of gay men employing: the Adjective Check List (a 
personality measure: Gough & Heilbrun, 1980); the Profile of Mood States (a 
commonly used measure of mood: McNair et û/., 1971); the General Health 
Questionnaire (a measure of psychological adjustment: Goldberg, 1978), along 
with a questionnaire measuring both attitude to condom use and sexual behaviour. 
Of the variables at baseline that distinguished between those who had increased 
condom use and those who had made no change or decreased condom use, only 
personality variables were significant. At follow-up the inventories measuring 
mood and adjustment also predicted safer sex. Ross summaries his findings as the 
variables associated with increased condom use appear to be those of personality 
style, particularly those that are more assertive, social competent and forceful 
whereas lack of change to safer sex was associated with dysphoric mood state and 
psychological maladjustment.
As in McCrown study detailed above, Fontaine (1994) administered the Brief 
EPQ-R to explore the relationship between sexual risk-taking/safer sex and 
Eysenckian personality variables. Fontaine’s subjects were 74 males who did not 
have a regular partner but were sexually active. Fontaine fails to mention the 
sexual orientation of the subjects which presumably means that the majority were 
heterosexual. In this study extraversion was positively correlated with "French
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Kissing" but none of the questions that measure risky sexual behaviour. In 
contrast, psychoticism correlated with a number of questions that Fontaine 
considers risky sexual practices (eg Do you have sexual relations with someone 
who you know is ’sleeping around’) but that more accurately reflect promiscuity, 
which strictly speaking is not risky for infection provided there is no exchange of 
body fluids. In fact, psychoticism did not correlate significantly with the question, 
"Do you insist that condoms are used during sexual intercourse" which is more 
directly relevant to risk of infection. Nevertheless, psychoticism significantly 
correlated with one question that clearly taps a risky activity: "Do you have 
unprotected (without condom) anal intercourse with your partner". It would be 
interesting to examine the relationship between the EPQ and questions that 
directly asked about recent sexual behaviour, that is actual risk behaviour.
It can be hypothesized that the motivation for practicing safer sex will be different 
in individuals who are HIV positive rather than negative. In those who are already 
infected there may be a desire to ensure that they do not infect anyone else (a 
kind of social consciousness) or a desire not to jeopardize their health with further 
infections. These motivations may be influenced by personality. McCrown (1993) 
administered the EPQ-R and a 6 item questionnaire measuring sexual behaviour 
for the last 6 months to 109 gay/bisexual men who were receiving medical 
treatment for their HIV disease. Only psychoticism was related to unsafe sexual 
practices in this sample of HIV infected men. Persons scoring high on 
psychoticism are impulsive and often have a disregard for the well-being of others 
(Eysenck and Eysenck, 1976).
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Neuroticism, Extraversion and psychoticism are commonly viewed as higher order 
factors of personality made up of lower order traits. Highly relevant to safer sex 
or sexual risk taking are the Eysenckian lower order trait of Venturesomeness 
(Vent.) and Impulsivity (Imp.) which were briefly mentioned above in connection 
with sensation seeking. It may be recalled that Vent, was strongly correlated with 
Zuckerman’s sensation seeking scale (SSS), whereas Imp. had a weaker 
relationship to SSS.
Clift et aVs (1993) examined the relationship between Vent, and Imp. and sexual 
risk-taking behaviour. Clift et al. had 531 heterosexual (men and women) patients 
from the Geneto Urinary Medicine Clinic (GUM) complete a shortened version 
of Eysenck’s Vent, and Imp. scale29 and questions on condom use over the past 
12 months. Sex and age, both factors that effect Vent, and Imp. were controlled 
for. Marked differences on both scales were found for women aged up to 29, with 
women in a regular partnership being significantly less impulsive and venturesome. 
Women in this age bracket who reported casual relationships were significantly 
more impulsive and venturesome. Similarly, a significant difference also emerged 
for older women on Imp. scale, with women reporting casual relationships being 
more impulsive.
In Clifts et al. study condoms were used by few subjects in regular partnerships. 
In the context of a regular partnership the only significant difference between
29 Clift et al. produced shortened Vent, and Imp. scales by taking 18 items from Eysenck I? 
Impulsiveness Questionnaire. The items selected were those shown to have the highest loading on the 
Impulsiveness and Venturesomeness factors reported by Eysenck et al (1985).
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users and non-users was older men reporting condom use on the last occasion of 
intercourse were less impulsive than those not using condoms. For casual 
relationships there were many more differences between users and non-users of 
condoms. For older male group (over 30’s) non-users of condoms in casual 
relationships were significantly more impulsive than users. In the younger group 
(under 29’s) men who reported not using condoms during casual relationships 
over the last year were significantly more venturesome and those endorsing the 
question that they had not used a condom during their last casual encounter were 
significantly more venturesome and impulsive. Women who were non-users of 
condoms in casual relationships over the last year were significantly more 
venturesome and impulsive. Concerning the last occasion of intercourse with 
casual partner women who did not use a condom were significantly more 
impulsive.
The results of Clift et a l ’s study may be of practical use. Having obtained useful 
findings with an 18 item questionnaire suggests that the scale could be routinely 
given to patients attending GUM departments. It is conceivable that health 
education advise could then be adjusted or tailored to appeal to the individuals 
level of venturesomeness or impulsivity. However, it would be useful to first 
replicate Clift et aUs results to see how robust the findings are. Furthermore, it 
is surely essential to extend the research to gay samples, the group currently most 
at risk for HIV in the UK. As I will be discussing later in the chapter, Clift et al.’s 
shortened I? questionnaire is incorporated into the current research to both 
replicate and extend the research to gay samples.
1.3.3. Safer sex and non-Eysenckian personality measures 
One study has employed Tellegen’s (1982) multidimensional personality 
questionnaire (MPQ) to explore the relationship between personality and sexual 
risk-taking that may put individuals at risk for HIV infection (Seal and Agostinelli, 
1994). Seal and Agostinelli (1994) administered the MPQ to 185 single 
heterosexual undergraduates (71 male, 114 female) together with Simpson and 
Gangestad’s (1991) Sociosexual Orientation Inventoiy (SOI). This latter 
questionnaire is a measure of a subject’s willingness to engage in uncommitted 
sexual relationships. One might question whether the SOI is a suitable measure 
of HIV risky behaviour as it reflects more on desire for different/varied activities 
and partners than on actual unsafe sexual behaviour. Nevertheless, Seal and 
Agostinelli (1994) did include a question assessing the number of sexual partners 
a subject had had in the past three years with whom no condoms were used. This 
question did correlate (r=0.55) with the SOI. Subjects with an unrestricted 
sociosexual orientation scored higher on the MPQ Harm-avoidance scale (higher 
scores indicate greater risk-taking) and on the Control scale (higher scores 
indicate a greater tendency towards impulsivity in decision-making).
The safer sex and personality studies I have reviewed employed students, 
attenders of GUM departments or gay men recruited through the gay community. 
These samples are all drawn from Western populations. I have found only one 
study examining personality and safer sex using African subjects.
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Wilson et a l (1992) sought to investigate the personality characteristics of 
Zimbabwean men who visit prostitutes to gain insights for their AIDS prevention 
programmes. Wilson et al administered the Personality Research Form (PRF: 
Jackson, 1974) to 144 male first year teacher-trainees in Mutare, Zimbabwe. 85% 
of the sample were sexually active and 53% reported having visited a prostitute. 
Wilson et al found that there were significant differences between those who had, 
and had not, visited prostitutes on 6 of the 20 scales of the PRF. There were no 
differences on the two additional PRF validity scales. The group that had visited 
prostitutes had significantly lower scores on the achievement scale and on the 
cognitive structure scale, with significantly higher scores on impulsivity scale, play 
scale, exhibition scale and defendence scale. The cognitive structure scale is said 
to measure tolerance for ambiguity or uncertainty and a willingness to make 
decisions based upon guesses rather than definite knowledge. Wilson et a/, noted 
that the health belief model (discussed above: section 1.2.4) posits that perception 
of personal susceptibility is critical to behaviour change. They suggested that 
subjects who score low on cognitive structure scale may have difficulty with 
learning to see themselves as susceptible to infection. The other scales that 
differentiated the visitors of prostitutes from those that did not appear to reflect, 
or at least overlap, with aspects of personality measured in previous studies 
discussed: namely, impulsiveness, hedonistic, sensation-seeking, exhibitionistic and 
ego-defensive.
There are some problems with the PRF. Although the PRF has good reliability 
there is little evidence for the validity of the 20 scales (Kline, 1993). Factor
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analysis of the PRF suggests that it measures 8 second order factors (Kline, 1993) 
and Costa and McCrae (1988) produce evidence that it measures the "Big Five" 
factors described below.
1,4 THE FIVE FACTOR MODEL OF PERSONALITY
Based on the foregoing review, one may wonder which personality concepts and 
which scales are the most scientifically satisfactory or adequate. Both researchers 
and clinical psychologists who concentrate on clinical practice may be daunted by 
the enormous array of personality scales. Although it is relatively easy to check 
whether personality scale developers have produced a reliable measure it is much 
more difficult to decide whether the scale is part of a sensible and scientifically 
sound taxonomy.
John (1990) argues that the "Big Five" is a taxonomic structure that can represent 
in a common framework the various and diverse systems of personality description 
currently in use. The "Big Five" refers to a hierarchical model of traits30, where 
psychometric factor analytic studies of personality have led researchers to 
conclude that the diverse range of human traits come together as five factors. 
The five factors are often given the following labels: neuroticism, extraversion, 
openness-to-experience, agreeableness and conscientiousness. "Neuroticism" refers 
to the level of emotional adjustment and stability. "Extraversion" refers to the
Traits are defined by McCrae and Costa (1990) as enduring dimensions o f individual 
differences in tendencies to show consistent patterns of thoughts, feelings and actions. Thus, traits are 
conceptualized as stable tendencies or characteristics of individuals and are distinguished from states or 
moods which are more transient.
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quantity and intensity of preferred interpersonal interactions, activity level and 
need for social stimulation. Both neuroticism and extraversion are well-known 
dimensions of normal personality, found in almost every factor analytic study of 
personality. The factor of "openness-to-experience" is less well- known but refers 
to the active seeking and appreciation of experience for its own sake (ie curiosity 
and willingness to entertain novel ideas, etc). "Agreeableness" refers to the kind 
of interactions a person prefers along a continuum from compassion to 
antagonism. Finally, "conscientiousness" refers to the degree of organization, 
persistence, control and motivation that an individual typically brings to bear on 
a given activity.
The five factor model has a history going back more than 50 years. According to 
Digman (1994), it was McDougall (1932) who first proposed that "personality may 
to advantage be broadly analyzed into five distinguishable but separate factors" 
(p.5). Two years later Thurstone (1934) reported a factor analysis of 60 trait 
adjectives in terms of five factors. However, it is over the past 10 to 15 years that 
the five factor model has become ubiquitous in the pages of personality journals.
Costa and McCrae (1992a) write of four lines of evidence and reasoning in 
support of the five factor model. They claim (a) that longitudinal and cross- 
observer studies demonstrate that all five factors are enduring dispositions that are 
manifest in patterns of behaviour; (b) traits related to each factor are found in a 
variety of personality systems and in the natural language of trait description; (c) 
the factors are found in different age, sex, race and language groups, although
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they maybe somewhat differently expressed in different cultures; and (d) evidence 
of heritability suggests that all have some biological basis. Eysenck (1992), in a 
rejoinder to Costa and McCrae (1992a), accepts that their four claims are correct 
and well supported but suggests that the five factor model may not be the best or 
most useful model. Eysenck claims that other models of personality (including his 
own) also fulfill the four claims. Hence the four claims are not sufficient grounds 
for deciding that the five factor model is best.
It will be recalled that Eysenck’s model is of three factors: neuroticism, 
extraversion and psychoticism. Costa and McCrae (1992b) believe that Eysenck’s 
third factor is a combination of low agreeableness and low consciousness. Hence 
they acknowledge that psychoticism must be as real, pervasive, universal, 
biologically based as their factors of agreeableness and consciousness. It seems 
near impossible at this time to decide between psychoticism as simply an 
artifactual combination of agreeableness and consciousness or, as Eysenck would 
say, that agreeableness and consciousness are primaries which together with some 
other traits forms a superfactor of psychoticism. In fact the proponents of the 
various models are forced to acknowledge that the issue of which model is best 
cannot be settled on purely psychometric grounds. Nonetheless, Costa and 
McCrae (1992) suggest that the three factor model is not sufficiently 
comprehensive. In particular they note that it does not allow for a place for traits 
related to openness.
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If personality data is to be useful in developing health education for safer sex it 
will need to be based on a comprehensive model that suggests new ways of 
appealing to individuals who have difficulty with safer sex. Of course, the model 
must be robust and not too cumbersome so that it may be applied to various 
groups and populations at risk of HIV infection. The five factor model is more 
comprehensive than the three factor model and thus appears to hold greater 
promise for developing an understanding of how personality may influence the 
adoption and maintenance of safer sex behaviours.
The advantage of the five factor model rather than the three factor model for 
safer sex will be seen if the additional factors prove to be related to unsafe sex. 
As noted above (section 1.3.2), where Eysenck’s scales had been used in safe sex 
studies, the psychoticism factor was associated with unsafe sexual behaviour. This 
is clearly an important finding. However, it is not immediately obvious how this 
finding might be used for developing health education (other than perhaps for 
screening and predicting which individuals will continue to have unprotected 
sexual intercourse). I would suggest that agreeableness and consciousness may 
give more ideas for increasing safer sex practices. For example, if it were found 
that individuals low on agreeableness were more likely to engage in unsafe sex this 
might suggest that health educators/advisors will need to be well trained in dealing 
with skepticism and cynical attitudes. Perhaps a way can be developed to make 
the safe sex message appealing to the arrogant, a common trait in those low on 
agreeableness. If conscientiousness turns out to be an important variable in safe 
sex this will suggest rather different needs. Likewise, if openness proved to be
an important factor in safer sex, as indeed it may be since there is a relationship 
between Costa and McCrae’s (1992c) NEO-PI openness scale and the experience 
seeking sub-scale of the SSS (Zuckerman, 1994), there may be possible avenues 
for health education.
Although I have emphasized the merits of the five factor model for a study of 
personality and safer sex, there is the possibility that abnormal personality traits 
contribute to unsafe sexual practices. Costa and Widiger (1994) are convinced that 
psychopathological constructs and traits can be accounted for by various 
combinations/profiles of the five-factors. Notwithstanding recent work on applying 
the five factor model to the so-called personality disorders (see book by Costa and 
Widiger, 1994 devoted to this enterprise), there is some evidence that a sixth 
factor of abnormal personality traits needs to be added to the five-factors.
Montag and Levin (1994) administered the NEO-PI (Costa and McCrae, 1992c), 
which is a widely respected measure of the five-factor model, together with the 
Personality Assessment Inventory (PAI: Morey, 1991) a psychometrically rigorous 
measure of various psychopathological conditions to a sample of non-clinical 
subjects. Montag and Levin factor analyzed the data and found that a sixth factor 
of psychopathological variables was needed to account for the variance. The sixth 
factor was made up of many items from the PAI including somatic complaints, 
deviant thinking, and persecutory ideas. Interestingly, variables with a neurotic and 
sociopathic content covered by the five-factor NEO-PI actually loaded heavily on 
the sixth factor. Montag and Levin noted (perhaps ironically) that a separate
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factor which reflects dysfunctional tendencies different from those measured by 
the neuroticism scale is in agreement with Eysenck’s view that a comprehensive 
personality assessment should include a measure of psychoticism besides 
neuroticism. They further noted that the salient loading of scales purporting to 
measure schizophrenia, mania, depression and antisocial on the sixth factor lends 
support to Eysenck’s (Eysenck, 1992b) recent description of one end of the 
psychoticism continuum. Finally, it should be remembered that the sixth factor 
(made up of items related to schizophrenia, mania, depression and the like) 
emerged from a factor analysis of data from non-clinical subjects, suggesting that 
the sixth factor cannot be just dismissed as an unstable abnormal state factor.
Perhaps the pros and cons of the five-factor model turns on what level of 
abstraction is required for understanding particular behaviours (John, 1990). As 
John (1990) noted the advantage of categories as broad as the Big Five is their 
enormous bandwidth. Conversely the disadvantage is their low fidelity. As 
already noted the five-factor model is a hierarchial representation of personality. 
As one moves up any hierarchial representation one loses information (John, 
1990): item information is lost as one aggregates items into scales and scale 
information is lost as one aggregates scales into factors.
It is in part an empirical question what level of personality representation will 
prove useful for understanding safer sex. Starting one’s enquiry with broad 
dimensions, with their wide bandwidth, will maximize sensitivity (ie if there is any 
relationship between personality and safer sex one is more likely to detect it with
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dimensions with wide bandwidth). Despite the dissenting voices among 
personologists about whether the five-factor model is the best model of 
personality there is now a considerable body of evidence that the five-factor 
solution is robust, having been replicated in many studies. In addition there is a 
steady growing body of work applying the five-factor model to various health 
psychology problems (Marshall et a l, 1994) and psychiatric problems (Trull and 
Sher, 1994; Costa and Widiger, 1994). This suggests that once it has been 
ascertained which factors from the five-factor model are relevant to sexually risky 
behaviour there may be ideas generated and researched in other fields that could 
be relevant to understanding safer sex.
1.5 SUMMARY OF THE PERSONALITY LITERATURE RELEVANT TO 
SAFER SEX
Relative to the extensive literature on safer sex from social, cognitive and 
behavioural perspectives, there have been few investigations from a personality 
perspective. This may in part be due to the anti-personality movement that 
originates from Mischel in the 1960’s, with his emphasis on situationalism. 
However, another barrier to personality investigation of safer sex is the difficulty 
in knowing which personality constructs and measurements are scientifically 
meaningful as there are a bewildering number of choices. One personality model, 
the five-factor model (or "Big-Five" has become ubiquitous in the pages of 
personality journals in the past 10-15 years. It is argued that this is not just 
fashion but rather that the five-factor model has been widely adopted because the 
five factors emerged from diverse investigations. It is true that some investigators
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do not believe that the five-factor model is best, in part, because there are few 
biological correlates to some of the factors (eg openness). It is also true that it is 
a matter of judgement or a priori theoiy, rather than pure psychometrics, how 
many factors to extract in a factor analysis.
Big factors have bandwidth but little fidelity. By analogy one could say that the 
categories of mammals, insects, and so on are broad factors which have proved 
to be useful in making a sensible categorizations. Broad categories are the usual 
starting place in investigations (so that you can see the wood from the trees). 
Inventories that have aggregated a range of traits into broad dimensions are likely 
to be sensitive (but not specific). In the context of safer sex studies, personality 
tests with a wide bandwidth are likely to maximize the possibility of detecting any 
relationship between personality and unsafe sexual behaviour.
The Eysenckian personality model is of course a broad categorization of 
personality. Interesting results have been found using this model to understand 
safer sex. Whilst all of Eysenck’s factors can in certain populations be found to 
relate to unsafe sexual activity, it is his factor of psychoticism that is more 
consistently related. This broad higher order factor is composed of a variety of 
traits. It appears to include agreeableness and contentiousness from the five- 
factor model, but also traits related to deviant thinking and other psychological 
complaints not covered by neuroticism.
Lower order personality factors were found to relate to unsafe sexual behaviour
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in some studies. In particular, sensation seeking and impulsivity were found to be 
related to unsafe sexual behaviour.
One study reviewed used an inventory that had not been developed using factor 
analysis (Wilson et al 1992 study employing the PRF see section 1.3.3). The 
results are thus more difficult to place in one of the accepted psychometric 
taxonomies of personality. In addition there is little validity data for the scales of 
this test.
On balance the evidence and arguments appear to support the claim that the five- 
factor model is the most useful and comprehensive broad-band taxonomy for 
describing personality, although it appears that a sixth factor may be necessary for 
psychopathological deviance even in non-clinical subjects. To date, the five-factor 
model has not be employed in the context of safer sex research. This project is 
intended to remedy this neglect of the five-factor model for safer sex.
2. PURPOSE AND AIM OF PRESENT STUDY
The magnitude and growth of AIDS worldwide underscores the need to identify 
the mechanisms which maintain unsafe sexual behaviour associated with the 
spread of HIV. A considerable amount of research has been directed at 
situational, cognitive and attitudinal factors affecting HIV sexual risk-taking 
behaviour. In contrast relatively little research has been done on personality 
factors and unsafe sex. That which has been done was reviewed above. Important 
work using the Eysenckian model (both higher order Eysenckian factors and lower
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order factors of impulsiveness and venturesomeness) was discussed. Other 
important work investigated sensation seeking and unsafe sexual behaviour. 
However, the five-factor model of personality, currently considered the most 
comprehensive hierarchial model, has not been employed in safer sex studies. 
The merits of this model reviewed above, suggest that it should be applied to the 
problem of unsafe sexual behaviour.
The principal aim of this project is to ascertain if there is any relationship 
between the five factors of personality commonly known in the field as the "Big 
Five" and unsafe sexual behaviour. The "Big Five" will be measured with one of 
the most respected measures: the Neo Five-Factor Inventory (NEO-FFI: Costa 
and McCrae, 1992c).
In addition to an examination of the relationship between unsafe sexual behaviour 
and personality, the data collected will allow an examination/replication of the five 
factor personality structure (through factor analysis of items). In other words, by 
performing a factor analysis at the item level it will be possible to make a test of 
whether the items making up the NEO-FFI load onto the factors predicted by the 
test developers. Although this is a secondary aim it may be of considerable 
interest because the current research will be using a sample of subjects drawn 
from a population that may well differ considerable from the original sample used 
for the test development. Research findings that can be replicated are obviously 
more robust and replication of experiments is one of the corner-stones of science.
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This project has the aim of replicating and extending to gay men, Clift et aVs
(1993) study (see section 1.2.3 for details of Clift et aUs work) of the relationship 
between Eysenck’s venturesomeness and impulsiveness and unsafe sexual 
behaviour. The data will also allow an examination of how venturesomeness- 
impulsiveness relate to the "Big Five" personality factors.
A number of hypothesis or predictions can be made. First, low agreeableness will 
be related to unsafe sexual behaviour. It is predicted that HIV positive subjects 
who report unsafe sexual behaviour will score lower on agreeableness than any of 
the other subjects. This first hypothesis follows partly from the earlier findings that 
psychoticism in the Eysenckian model is related to unsafe sexual behaviour and 
partly because people low on agreeableness are seen as egocentric and cynical. 
Furthermore, low agreeableness has been associated with Narcissistic, Antisocial 
and Paranoid Personality Disorder (Costa and Widiger, 1994). Second, it is 
predicted that extraversion and openness-to-experience will be related to the 
number of sexual partners that subjects report but not unsafe sexual acts. The 
prediction that extroverts may have more sexual partners than introverts follows 
from research carried out in the 1970’s by Eysenck (Eysenck, 1974). However, 
extroverts in addition to liking people and gatherings are also assertive, active and 
optimistic. It therefore seems unlikely that they would have difficulties with using 
condoms etc. Hence it is not predicted that high extraversion will relate to unsafe 
sexual behaviour. The third hypothesis is that there will be a negative correlation 
between conscientiousness and unsafe sexual behaviour. This hypothesis is based
on the fact that conscientious individual are purposeful, strong-willed and 
determined (Costa and McCrae, 1992). The fourth prediction is that both 
venturesomeness and impulsiveness will be related to unsafe sexual behaviour. 
This hypothesis is essentially a re-test of Clift et aVs (1993) findings.
3. METHOD
A cross-sectional questionnaire design was employed with 175 subjects.
3.1 Subjects and procedure
Patients at two GUM clinics in Riverside Hospitals, London were used as subjects. 
Patients in one of the clinics were actively approached and asked if they would fill 
in an anonymous questionnaire. In the other clinic, questionnaires were left on the 
table in the waiting area for patients to pick up and complete if they were so 
inclined. However distributed, the questionnaires were never collected in person 
but rather a posting box was left in the waiting areas of the clinics. This method 
allowed for complete anonymity.
Ninety-seven males and 77 females provided useable data. The age range of 
subjects was 15 to 69 years. The mean age was 29.35 with a standard deviation 
of 9.07. Fifty-two percent of the sample had completed a university course, 25% 
had left school with either GCE ’O’ levels or GCSE, and 13% had left school with 
GCE ’A’ levels. Only 6.3% sample had left school without qualifications. Of the 
97 male subjects, 60 reported only having male sexual partners, 33 reported only 
having females partners, and four reported having both male and female sexual
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partners. For the 77 female subjects, 69 reported only male partners, three 
reported only female partners, and five reported having both male and female 
partners. Seventeen of the subjects were HIV positive (16 male and one female).
3.2 Measures
1. A short questionnaire (appendix 1), including items pertaining to 
demographic and sexual behaviour over the last 6 months was created. The 
demographic items solicited information on age, sex, education, HIV status and 
sexual orientation. The items pertaining to sexual behaviour were designed to 
give a measure of the frequency of actual acts of unsafe sexual behaviour as well 
a measure of "promiscuity" (the number of partners is irrelevant to the spread of 
HIV if sexual intercourse/penetrative sex is avoided). Considerable care was 
taken in wording the items to avoid confusion and subjective considerations. For 
example, sexual orientation was measured with "Are your sexual partners - men - 
women - or both". Hence there was little room for confusion for say men who 
have sex with men but do not define themselves as gay or homosexual.
2. The NEO Five-Factor Inventory (NEO-FFI: Costa and McCrae, 1992c) was 
used as a measure of the "Big Five". The NEO-FFI is a 60 item brief version of 
the NEO PI-R. It consists of five 12 item scales that correspond to the "Big 
Five". Costa and McCrae (1992c) explain how items for the NEO-FFI were taken 
from the parent NEO PI-R. Items selected for a preliminary short form NEO 
were those that had the highest positive or negative loading in the factor analysis 
of the full length NEO PI-R. Ten substitutes were made to this initial selection (to
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diversify item content and ensure that no more than two-thirds of the items on 
any scale were keyed in the same direction). Costa and McCrae (1992c) reported 
that the internal consistency (using coefficient alpha) of the scales of the NEO- 
FFI as: neuroticism, 0.86; extraversion, 0.77; openness-to-experience, 0.73;
agreeableness, 0.68; and conscientiousness, 0.81. All of these values are smaller 
than those found for the full length NEO PI-R but are acceptable. Since the 
NEO-FFI is composed of a subset of items from the full length inventory, it 
carries some portion of the demonstrated validity of the parent NEO-PI-R. In 
addition, Costa and McCrae (1992c) demonstrated the validity of the NEO-FFI 
by presenting correlations between it and a measure of the five-factor model 
based on adjective self-report obtained three years earlier. They noted that 
despite the passage of time and the use of different operationalization of the 
model, the convergent correlations range from 0.56 to 0.62. Furthermore, validity 
is demonstrated with correlations between the NEO-FFI and NEO-PI-R 
completed by spouses and peers (Costa and McCrae, 1992c).
3. The questionnaire used by Clift et al. (1993) was employed as a measure 
of impulsiveness and venturesomeness. Clift et al (1993) had shortened the I? 
Questionnaire which had been developed by Eysenck, Pearson, Easting and 
Allopp (1985). The shortened questionnaire was formed by taking nine items that 
showed their highest loadings on the impulsiveness and venturesomeness factors 
reported by Eysenck et al (1985). Clift et al data from 576 attenders of GUM 
departments enabled a principal-component analysis on the shortened I?. This 
analysis by Clift et al demonstrated that all 18 items selected from the original I? 
loaded into the two predicted factors of impulsiveness and venturesomeness. Clift
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et al reported Cronbach alpha internal consistency coefficients that are close to 
those reported for the full length questionnaire produced by Eysenck et al (1985): 
namely, impulsiveness, 0.77 men and 0.81 women; and venturesomeness, 0.78 men 
and 0.81 women.
4. RESULTS
The results are divided into three sections. First, I examine the viability of the 
psychometric tests with the particular sample used in this study. Second, I look at 
the specific differences between groups pertaining to sexual behaviour using the 
seven personality scales as dependent variables. Finally, the correlations and 
concomitants of these personality traits and other demographic variables are 
explored.
4.1 Psychometric tests
In this section an examination of the psychometric tests for the sample in question 
is provided. This allows consideration of the psychometric limits of the study. 
Thus, if the data reported here conforms with normative data there can be greater 
confidence in the generalisability of the study. The analysis in this section involves 
an initial comparison of the means, standard deviations and reliability coefficients 
for the current sample to those of the normative samples for each psychometric 
test. This is then followed by a simple confirmation of the expected factor 
structure of the two tests used.
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4.1.1 Descriptive statistics
Table 1 shows the means, standard deviations and reliability coefficients of the 
current sample alongside the norms from the test manual (Costa and McCrae 
(1992c) for the NEO-FFI. Figure 1 shows the current samples’ average scores on 
the NEO-FFI reproduced on the profile form provided with the test. Table 1 and 
the graphic representation of the data in Figure 1 reveal a number of differences 
between the current sample and the normative data supplied by Costa and 
McCrae (1992c). The current sample is one standard deviation lower on 
agreeableness than the test norms. Similarly the current subjects are lower on 
conscientiousness by one standard deviation than Costa and McCrae’s subjects: 
the standard deviation is somewhat greater for the current sample on this scale. 
There are small differences on the scales of neuroticism, extraversion and 
openness-to-experience with the current sample having slightly higher mean scores 
on these scales than the test norms produced by Costa and McCrae.
The reliability coefficients (see Table 1) for the current sample are fairly close to 
those of Costa and McCrae (1992c), except for the agreeableness scale. The low 
coefficient alpha for the agreeableness indicates that this scale has poor reliability 
for the population of GUM patients. Kline (1993) suggests that as a rule of thumb 
personality scales should have alphas of 0.7 to be considered reliable. Hence the 
agreeableness scale is of doubtful reliability with the current sample.
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Table 1: Means, standard deviations and reliability coefficients for the current 
subjects on NEO-FFI and those from the test manual
Current subjects Test manual
Mean S.D. Alpha* Mean S.D. Alpha
Neuroticism 23.37 8.30 .80 19.07 7.68 .86
Extraversion 30.12 6.48 .78 27.69 5.58 .77
Openness 31.22 6.39 .76 27.03 5.84 .73
Agreeableness 28.84 5.15 .43 32.84 4.97 .68
Conscientious. 29.80 7.78 .87 34.57 5.88 .81
* Cronbach’s alpha reliability coefficient
Table 2: Means and standard deviations for I?
Current subjects Clift et al (1993) sample
Mean S.D. Mean S.D.
M EN
Impulsiveness 4.57 2.88 4.53 2.58
Venturesomeness 6.60 2.38 6.20 2.53
W OM EN
Impulsiveness 5.11 2.43 4.64 2.74
Venturesomeness 6.10 2.22 4.83 2.81
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These charts for profiling scores were copied from the test materials provided by Costa and McCrae 
(1992c). N =  neuroticism, E =  extraversion, O =  openness, A = agreeableness, C =  consoediousness.
Table 2 shows the means and standard deviations for imp. and vent, alongside 
Clift et a l (1993). Cronbach’s reliability coefficients were high with alpha’s of .80 
for imp. and .75 for vent. The current results are very similar to Clift et a l ’s 
(1993) norms.
4.1.2 Confirmation of factor structure
Because the NEO-FFI was developed in the United States it was important to 
ascertain if the inventory had similar proprieties/structure in the current sample 
of primarily British subjects before examining its relationship with safer sex. In 
view of the fact that this is a relatively small sample, principal component analysis 
using varimax rotation was employed. Five factors were extracted, determined on 
the a priori rational that the test should measure the Big Five, and because the 
Scree test/inspection of the Scree plot suggested that it would be appropriate to 
extract five factors. The whole sample was used in this analysis and the results 
are presented in Table 3. The analysis showed that all 12 items of each scale of 
the NEO-FFI loaded correctly onto the five factors of neuroticism, extraversion, 
openness-to-experience, agreeableness and conscientiousness. This confirms that 
the inventory is measuring what it purports to measure - the Big Five. However, 
only 38% of the variance was accounted for in this analysis. The remaining 62% 
of the variance is either error variance or specific item variance (ie unique 
variance of the individual items that does not contribute to the five factors).
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Table 3 shows that only a small number of items from the NEO-FFI performed 
poorly, with very low loadings on their respective scales. The items making up the 
conscientiousness factor all loaded relatively high with the lowest being 0.50. The 
items of the neuroticism factor also loaded fairly high and consistently so with only 
three below 0.50. Similarly, only three items of the extra version factor loaded 
below 0.50. Both the openness-to-experience factor and the agreeableness factor 
have a few items that have very low loadings. On the openness-to-experience scale 
there are two items that barely contribute and therefore are probably redundant. 
There is similar position for the agreeableness scale. Indeed, relative to the scales 
of conscientiousness, neuroticism and extraversion, all the loadings for the 
agreeableness scale are more modest. It can also be seen that item 7, an 
extraversion item, and item 20, a conscientiousness item, have loaded on the 
agreeableness scale to a degree at least as great as some of the "correct" items.
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Table 3. Principal component analysis of the NEO-FFI
Conscientiousness Neuroticism
NEO_l .09 37
NEO*2 .07 .10
NEO~3 -38 .05
NEO 4 .24 .16
NEO~5 33 .19
NEO~6 -.30 38
NEO~7 -.06 -.13
NEO 8 -39 -.02
NEO~9 .18 -.30
NEO™10 .62 -.10
NEo’ l l -.17 37
NEO 12 .02 -.23
NEO_13 -.11 -.00
NEO_14 .12 .01
NEOJ5 35 -.12
NEO 16 -.07 .64
NEO_17 .01 .01
NEO~18 .02 -.14
NEO_19 .09 .24
NEO~20 .62 .08
NEO~21 .03 .71
NEO 22 .12 .03
NEO~23 -.14 .09
NEO 24 -.03 -.16
NEO_25 .72 -.07
NEO~26 -.20 .68
NEO_27 -.06 -.12
NEO 28 .25 -.01
NEO_29 -.33 -.26
NEO~30 38 -.29
NEO 31 -.05 .64
NEO 32 .09 -.02
NEO_33 .08 .06
NEO~34 .33 -.16
NEO_35 .72 -.13
NEO 36 .03 31
NEO_37 .20 -.28
NEO~38 -.06 .00
NEO~39 -.00 -.06
NEO~40 .67 .03
NEO_41 -.34 .48
NEO 42 .17 -.50
NEO~43 -.11 .08
NEO~44 -.28 -.05
NEO_45 39 -.18
NEO 46 -.03 39
NEO~47 .23 .12
NEO~48 -.04 -.12
NEO~49 34 .09
NEO 50 .73 -.13
NEO_51 -.35 .66
NEO 52 .37 -.22
NEO~53 .12 -.10
NEO 54 -.07 -.08
NEO_55 .62 -.32
NEO 56 -.37 33
NEO~57 .08 -.15
NEO 58 -.12 -.13
NEO 59 .08 .01
NEO 60 30 -.09
The loadings highlighted in bold are the items scored in the
Openness-to-exp. Extroversion Agreeablcncss
-.07 -.11 .10
-.17 .63 -.01
30 -.09 -.04
.14 .09 .42
-.16 .07 .01
-.06 .06 .06
.14 34 .36
.02 -.06 -.12
-.04 -.32 34
-.16 .04 -.12
-.04 .10 -05
.19 30 .26
.66 .13 -.14
-.33 .00 32
.01 -.03 .07
.00 -.12 -.03
.12 .60 .15
32 -.09 .12
.18 -.15 30
.30 .10 30
.07 -.04 -.05
.06 32 -.17
31 .16 -.01
-.14 .23 .43
-.04 .14 -.11
.01 .09 -.20
-.07 33 .16
.44 .09 .19
.16 .10 .24
-.24 .00 -.06
.06 -.16 .13
-.14 .71 -.15
.63 -.03 .12
-.01 .06 .05
.05 .26 -.02
.09 .08 -.40
.00 .71 .19
31 -.24 .01
.08 .21 .46
.08 -.05 .04
.16 -.11 -.11
.08 .44 .20
.70 .10 -.01
-.20 -.06 .47
-.02 -.06 .04
-.03 -.18 -.06
-.05 .49 -.13
37 -.21 -.02
.30 .10 37
-.04 .21 -.01
-.12 .07 -.06
-.14 32 -.15
.67 -.08 -.27
-.03 -.07 36
-.03 .04 -.03
-.05 .14 -.25
.15 30 .00
.64 -.01 -.24
-.18 -.02 .42
.24 .15 -.09
st manual for that factor.
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Principal component analysis was also applied to Clift et aUs (1993) brief 
Impulsiveness and Venturesomeness scales (I?) to ascertain if the inventory 
performed as expected. The Scree test suggested two factors. Table 4 contains 
the results of the two factor varimax rotation. The results are veiy similar to 
those reported by Clift et ah (1993) and clearly justify the claim that the items of 
this questionnaire separate out into two different factors. Indeed, all items loaded 
on their correct scale. The two factor solution accounted for 44% of the variance.
Table 4 Principal component analysis of the brief I?
Factor 1 Factor 2
Impulsiveness Venturesomeness
IVE1 -.04 .61
IVE2 .33 .56
IVE3 .12 .72
IVE4 .46 .08
IVE5 .78 .01
IVE6 .74 -.01
IVE7 .60 .32
IVE8 .28 .38
1VE9 .59 .19
IVE10 .03 .59
IVE11 .44 .26
IVE12 .59 -.06
IVE13 .55 -.11
IVE14 .68 .06
IVE15 -.03 .44
IVE16 .23 .60
IVE17 .11 .68
IVE18 -.13 .43
The loadings highlighted in bold are the items scored in Clift et al (1993) paper.
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4.1.3 Summary of the psychometrics
The results presented so far address the performance of the personality measures 
in the population of GUM patients. These results show that the mean/average 
NEO-FFI profile for the current sample is rather different to the original test 
norms found in the NEO-FFI manual. The current sample was slightly high on 
neuroticism, extraversion and openness-to-experience and low on agreeableness 
and conscientiousness. The current means for the I? were very similar to the 
previously published data by Clift e/ al (1993). The reliability of the scales for 
this population of GUM patients was satisfactory with the exception of the 
agreeableness scale. Although the reliability of the agreeableness scale was low, 
factor analysis of the NEO-FFI shows that all items loaded correctly onto their 
respective scales suggesting that the test is largely measuring what it purports to 
measure. In sum, the psychometrics demonstrate that, in the main, the personality 
scales are viable for GUM patients, although considerable caution will need to be 
attached to results implicating the agreeableness scale with its low reliability.
4.2 Personality and safer sex results - group comparisons 
The relationship between personality and safer sex was examined with the scoring 
of the NEO-FFI taken from the test manual (Costa and McCrae, 1992c) rather 
than the factor analysis above. Likewise, the brief Imp. and Vent, was scored 
using Clift et aUs (1993) system.
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In order to examine the relationship between safer sex and the personality 
variables, subjects were classified as safe and unsafe. Unsafe was operationalized 
as penetrative sex without the protection of a condom. A number of multivariate 
tests of analysis (MANOVA) were run (SPSS PC) using safe - unsafe as the 
independent variable. This was performed to ascertain which variables contribute 
to whether individuals are safe or unsafe whilst exploring the possibility that the 
important variables may be different in the various subpopulations of men versus 
women and gay versus heterosexual.
Table 5: MANOVA results for the main effect of safe sex with personality 
variables
Nam e o f  scale Degree o f  freedom F  ratio Significance
Neuroticism 1,162 .20 .66
Extraversion 1,162 .55 .46
Openness 1,162 1.15 .29
Agreeableness 1,162 4.75 .03
Conscientiousness 1,162 5.50 .02
Imp. 1,162 2.07 .15
Vent. 1,162 1.64 .20
Table 6: MANOVA results for the effect of sender on safe sex
personality variables
Nam e o f  scale Degree o f  freedom F  ratio Significance
Neuroticism 1,162 .11 .47
Extraversion 1,162 2.13 .15
Openness 1,162 .12 .73
Agreeableness 1,162 .09 .77
Conscientiousness 1,162 6.44 .01
Imp. 1,162 1.02 .31
Vent 1,162 1.33 .25
Note the omnibus or overall MANOVA was not statistically significant
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Table 7: MANOVA results for sexual orientation on safe sex for the personality 
variables
Nam e o f  scale Degree o f  freedom F  ratio Significance
Neuroticism 1,162 .20 .66
Extraversion 1,162 .55 .46
Openness 1,162 1.15 .29
Agreeableness 1,162 4.75 .03
Conscientiousness 1,162 5.50 .02
Imp. 1,162 2.07 .15
Vent. 1.162 1.64 .20
Table 5 shows the results of a MANOVA analysis for the main effect of safe sex. 
This analysis shows that subjects who report unsafe sexual behaviour score 
significantly less on agreeableness and conscientiousness than those who are safe. 
Table 6 shows the MANOVA interaction between unsafe sex and gender, however 
the overall or omnibus first step of the MANOVA was not statistically significant 
(p = 0.24). In contrast it can be seen from Table 7 that there were significant 
interaction between unsafe sex and sexual orientation with the dependent 
variables of agreeableness (F = 4.47, df = 1,162, p = 0.03) and conscientiousness 
(F = 5.50, df = 1,162, p = 0.02). These interactions are shown in Figures 2 and 
3. Both heterosexual men and women who were unsafe scored lower on 
agreeableness than those who were safe. Unsafe gay men and unsafe 
heterosexual women scored lower on conscientiousness.
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Imp. and Vent, were not significantly different for any of the MANOVA 
comparisons. However, Imp. was nearly significant (F = 3.02, df = 1,162, p = 
0.08) in the analysis of safe subjects versus unsafe: the mean Imp. for safe subjects 
was 4.67 (sd 2.71) whereas the mean Imp. for unsafe subjects was 5.28 (sd 2.66). 
Thus, it is possible that unsafe subjects are more impulsive as reflected by the I?.
4.3 Further correlations and concomitants
Spearman correlations (see Tables 8 and 9) demonstrated a significant 
relationship between openness-to-experience and frequency of condom use in 
casual sexual encounters for both gay/bisexual men (r = 0.29 p = 0.01) and for 
women (r = 0.59 p = 0.01). Thus, for gay/bisexual men and heterosexual women 
the higher the openness score the greater the likelihood of using condoms.
For women Imp. correlated significantly (r = 0.30, p = 0.04) with the number of 
partners reported in the last 6 months. And for the entire male sample openness 
correlated significantly (r = 0.22, p = 0.05) with number of sexual partners in the 
last 6 months. Vent, was significantly correlated (r = 0.24, p = 0.05) with number 
of partners for heterosexual subjects.
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Table 8: Correlations between personality variables, number of partners and use 
of condom in males and females
MALES FEM ALES
Personality Partners Freq. o f  Condoms Partners Freq. o f  Condom
Neuroticism .14 -.08 .09 -.36
Extraversion -.01 -.05 .16 .37
Openness .19 .19 -.02 .58**
Agreeableness -.02 .15 -.07 .32
Conscientiou -.13 .01 -.17 .17
Imp. .09 -.10 .30** .04
Vent. .04 -.13 .17 .24
Freq. o f condom is the frequency o f using condoms ini casual sexual relationships.
** significant at the .01 level
Table 9 Correlations between personality variables and number of partners a
use of condom according to sexual orientation
GAY/BISEXUAL H ETERO SEXUAL
Personality Partners Freq. o f Condoms Partners Freq. o f  Condom
Neuroticism .03 -.20 -.01 -.22
Extraversion .04 .16 .15 .01
Openness .12 .29* -.08 .19
Agreeableness -.10 -.01 -.19 .20
Conscientiou -.21 .13 .02 .13
Imp. .18 -.11 .10 -.08
Vent .02 .01 .24* -.08
Freq o f condom is the frequency o f using condoms in casual sexual relationships.
* significant at the .05 level
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Perhaps not surprisingly both gender and sexual orientation were significantly 
related to the number of partners reported in the last 6 months. Chi-square 
analysis showed that men were significantly (X2 = 39.06, df = 1, p = 0.01) more 
likely to have multiple partners than women and gay/bisexual men were 
significantly (X2 = 47.80, df = 1, p = 0.01) more likely to have multiple partners 
than heterosexual men.
More importantly in terms of the current research, it appears that the more 
partners an individual has the more he or she is likely to be unsafe. This was 
demonstrated by dividing the sample into those who had had five or more 
partners in 6 months from those who had fewer than five. The decision to use 5 
as the cut-off was based on the examination of the distribution: those who had five 
more partners in six months constituted approximately one quarter of the sample. 
Chi-square analysis showed that those who reported five or more partners in six 
months were significantly (X2 = 6.23, df = 1, p = 0.01) more likely to report 
unsafe sexual activity. Furthermore, gay/bisexual men who fell in the 
"promiscuous" cell were significantly (p = 0.01) more likely to be unsafe than 
gay/bisexual men in the non-promiscuous group.
The variable of "promiscuity" (five or more partners in 6 months) was used in an 
MANOVA with the personality variables. The overall or omnibus first step of the 
MANOVA was not statistically significant (p = 0.10). However, the univariate F- 
test results were that agreeableness (F = 5.18, df = 1,169, p = 0.02) and 
conscientiousness (F = 3.96, df = 1,169, p = 0.05) were significantly different for
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the promiscuous versus non-promiscuous.
Age and education were not found to be significantly related to unsafe sexual 
behaviour or number of partners. There were too few subjects in the HIV 
positive group to test whether HIV status correlated with safe sex practices.
5. DISCUSSION
5.1 Discussion of the findings
In the main the psychometric analysis of the personality data supported the 
viability of using the measures with GUM patients. The factor analysis of both the 
NEO-FFI and the I? was highly consistent with the previously published 
psychometric data. However, the internal consistency of the agreeableness scale 
of the NEO-FFI in the current sample was very poor and this should be kept in 
mind when considering the findings. Subject to this caveat, some interesting 
relationships between personality and sexual behaviour did emerge from the data. 
First, the sampled population differed on several personality dimensions. This is 
interesting as it is probably accurate to describe the GUM population as an HIV 
high-risk population. Second, the effect of personality variables on safer sex 
appears to differ according to sub-groupings: women versus men and gay versus 
heterosexual. There was a significant association between agreeableness and 
unsafe sexual behaviour for the heterosexual subjects, in particular for the women. 
For gay men the association was between conscientiousness and unsafe sexual 
behaviour, although agreeableness seemed to be a factor for unsafe gay men who
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are more promiscious. These findings are in line with my initial hypotheses and 
the health education implications of these results will be discussed later.
The importance of agreeableness and conscientiousness in the current data on 
safe sex parallels the findings using the EPQ (see Section 1.3.2 above) where P 
appeared to be most consistently related to unsafe sexual behaviour. It will also 
be recalled that Costa and McCrae (1992b) believe that P is a combination of low 
agreeableness and low conscientiousness. It can therefore be seen that the current 
data (using the NEO-FFI instead of the EPQ) is in part a replication of the 
studies that demonstrated the importance of P. Since two personality measures 
developed from different models have produced parallel or complementary results 
for safer sex, we can have greater confidence that the traits identified are 
important. Of course this does not settle whether the five-factor model or the 
Eysenckian model should be adopted for understanding safer sex.
The finding that agreeableness and conscientiousness appear to vary in their 
importance depending on sexual orientation suggests that there may be an 
advantage to the five-factor model over the Eysenckian model. It is possible to 
interpret the current results as showing that the low agreeableness component of 
P is most important for unsafe heterosexual women, whereas the low 
conscientiousness component of P is most important to understanding gay mens 
unsafe sexual activity.
It had been hypothesised that extraversion would relate to number of partners,
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but this was not found in the current data. This result is at odds with Eysenck 
(1974) who found that extroverts reported more sexual partners. Perhaps the 
most obvious reason for the current lack of relationship between extraversion and 
number of partners is the difference in sample used. The current sample as a 
whole scored higher on extraversion than the general population norms provided 
in the test manual.
Vent, did relate to number of partners for heterosexuals and Imp. related to 
number of partners for the heterosexual women. However, neither Imp. nor Vent. 
were relate to unsafe sexual behaviour. This means that Clift et aUs (1993) 
findings were not replicated, this despite the fact that the I? psychometric 
properties were replicated with very similar factor loadings from the factor 
analysis and with similar norms. There are two possible explanations for the 
failure to replicate Clift et aVs findings. First, Clift et al. used a considerably 
larger sample. Second, the current sample included a high proportion of gay men 
and it may be that Imp. and Vent, are unimportant in gay men’s safer sex. 
Whatever the explanation for the failure to replicate the Clift et aUs results, the 
current data demonstrate that I? is not very consistently related to unsafe sex in 
GUM attenders. This implies that the I? is unlikely to be of any practical use for 
predicting which individuals need extra or different help or counselling with safer 
sex.
The personality factor of openness-to-experience was correlated with the 
frequency of condom use in casual encounters for both heterosexual women and
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gay/bisexual men, although this factor was not related to being consistently safe. 
In other words, scoring higher on openness-to-experience increases the likelihood 
of using condoms in casual sexual encounters but not to the extent that individuals 
who have casual sex are always safe.
Perhaps the most "frightening" finding was that those who have the most partners 
are also the ones most likely to be unsafe. Furthermore, gay/bisexual men who 
have more partners were significantly more likely to have unsafe sex. Since 
gay/bisexual men are currently the group most at risk of HIV infection this is a 
worrying finding. Indeed the "facts" could be far worse due to the likely role of 
"faking good" (ie. likely bias towards a socially desirable response set on the 
questionnaire) as discussed below.
5.2 Implications of the results for prevention of HIV infection
Trait theories of personality cast an implicit doubt on educators’ and clinicians’ 
ability to modify behaviour (or more colloquially "you can’t change a leopard’s 
spots"). Thus results demonstrating a relationship between personality traits and 
risky behaviour that needs to be changed may be viewed as "bad news" for health 
education. Nonetheless research on personality may in the future allow a greater 
understanding of the network of interactions between thinking, feeling and 
behaviour which far from leading to a rejection of the possibility of behaviour 
change may suggest new interventions. In any event, for a more complete 
understanding of the continued spread of HIV, it is important to be aware of all
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factors (including difficult to change factors) that play a role in unsafe sexual 
behaviour.
The current data suggest that agreeableness and conscientiousness are important 
personality variables for unsafe sexual activity and it is important to consider how 
this knowledge might influence attempts to stop the spread of HIV. Low 
agreeableness suggests greater hostility, suspiciousness, skepticism and difficulties 
with authority figures, features that probably do not bode well for either individual 
counselling or reaction to health education messages given via leaflets and media. 
Yet people low on agreeableness also show a greater capacity for clear thinking, 
especially in the area of self-interest (Costa and McCrae, 1992c). This suggests 
that health education needs to appeal to self-interest without being "goody-too- 
too". Very low agreeableness is associated with both Antisocial Personality 
Disorder and Narcissistic Personality Disorder (Costa and McCrae, 1992c). 
People with these disorders tend to see themselves as non-conformists holding 
beliefs such as "I’m above the rules" or "I’m entitled to break rules" (Beck et al 
1990). Thus it may be predicted that people who score low on the agreeableness 
scale will tend to be like minded. MacKenzie (1994) suggests that dyadic 
counselling/therapy is likely to inflame the individual low on agreeableness unless 
great care in rapport building is exercised.
Low conscientiousness which was correlated with unsafe sexual behaviour in 
gay/bisexual men, also poses quite a challenge for developing safer sex 
programmes. Individuals low on conscientiousness tend to be "aimless, unreliable,
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lazy, careless, lax, negligent and hedonistic" (Costa and Widiger, 1994: p.4). Miller 
(1991), who reported on his experience of using the NEO-PI-R and NEO-FFI 
with 119 psychotherapy clients, suggested that very low conscientiousness seemed 
to represent one of the absolute limits to the power of psychotherapy: the patients 
almost always failed to cany out assignments and make any changes in their lives. 
I would suspect that for individuals low on conscientiousness it is essential to make 
safe sex very easy to practice, that is, the effort required needs to be minimal. For 
example, individuals low on conscientiousness may be less likely to bring their own 
condoms to sex clubs (bathhouses etc31) so it is essential that such establishments 
provide condoms "where the action is"32.
The most at risk group for HIV in the current data seemed to be those gay men 
who were low on agreeableness and low on conscientiousness who have multiple 
partners. The personality profile of low agreeableness and low conscientiousness 
is commonly found in populations of drug misuser’s (Brooner et al 1994). This 
suggests that techniques of counselling used in the drug field may be applicable 
for safer sex guidance to those low on agreeableness and low on 
conscientiousness.
Although it is illegal for establishments to allow sexual activity on the premises and
'officially' such places do not exist in the UK, it is quite obvious from advertisements in the gay press that
such places exist.
32 A  number o f my HIV patients tell me that ’sex clubs’ in London do not follow this simple
advice probably because they fear legal liability for fostering sexual encounters.
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5.4 Ideas for future research
It could be argued that the data merely shows a relationship between personality 
factors and what an individual is prepared to admit to. In other words, individuals 
low on agreeableness, seemingly a risk factor for unsafe sex, might just have been 
more honest. Also there is doubt about the validity of condom questionnaires. 
Indeed, a recent study by Zenilman et al (1995) examined the validity of a 
condom use questionnaire in GUM patients. These researchers found no 
significant relationship between self-reported condom use and incident sexually 
transmitted disease (STDs) in their GUM patients. Given that condoms protect 
against STDs, this result suggests serious problems with self-reported condom 
use33.
Nonetheless, research in the field of addictions has shown that individuals can be 
accurate on self-report measures (Gossip, 1994). Thus the use of self-report can 
be valuable even for measuring behaviours that are probably not approved of by 
society. The degree of "faking good" is likely to be strongly influenced by the 
demands and contingencies in the situation. GUM clinics heavily promote safer 
sex and patients may have had expectations that they should report using 
condoms. In other words, it could be argued that the context of the GUM clinic 
encouraged a "fake good" response bias. Future research on safer sex and 
personality could attempt to control for social desirability, perhaps by including
33 Zenilman et al (1995) suggest several reasons for the failure o f the questionnaire to 
predict STDs. First, subjects may not be reporting their condom use behaviour accurately because o f recall 
bias. Recall could be affected among subjects who used drugs or alcohol during sexual activity. Second, 
subjects may be using the condoms incorrectly leading to failure and therefore infection. Finally, patients 
may be misrepresenting their actual condom use, ie. faking-good.
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a measure of the latter.
In order to ascertain if there is a relationship between personality and actual 
(rather than just self-report) unsafe sexual behaviour, future research might 
attempt to use an "objective" measure of unsafe sexual behaviour. For example, 
despite considerable ethical and practical difficulties it might be possible to use 
incidents of STDs as a marker of unsafe sex. Of course this is not entirely 
satisfactory as it would provide only a veiy crude measure because there is not a 
one-to-one correspondence between unprotected intercourse and STD infection.
In this project I was unable to collect data from patients attending the HIV 
service and therefore could not explore if individuals who are HIV positive and 
unsafe have particular personality characteristics. This is an important point 
because individuals who are HIV positive are likely to have different motivations 
for safe sex. This is another possible line of research.
As indicated in Section 4.1.1. there was low reliability for the agreeableness scale 
of the NEO-FFI. This problem could be addressed in future work by employing 
the full length NEO-PI-R which has been shown to have greater reliability (Costa 
and McCrae, 1992c).
Although the current study used a personality taxonomy (Big Five) with very wide 
acceptance it may be that future work on personality and HIV risky behaviour 
needs to extend the factors measured. In particular the Big Five is a measure of
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normal personality and, as discussed in Section 1.4, it probably does not 
adequately measure or cover abnormal personality traits. However, there is both 
clinical impression34 and speculation that personality disorder is a risk factor for 
HIV infection. For example, Perkins et al (1993) cross-sectional study does not 
prove a link between personality disorder and unsafe sexual behaviour but it is 
suggestive. Perkin et al found that 33% of HIV positive gay men met criteria for 
a DSM-III-R personality disorder whereas the control made up of HIV negative 
gay men showed a prevalence of 15% DSM-III-R personality disorder.
Finally, the current study employed GUM attenders, an important population for 
an examination of safer sex. Nevertheless future research on personality and safer 
sex could extend into other populations. Understanding how different populations 
react to safer sex information is essential if programmes are to be successfully 
tailored to the particular needs of various groups in society.
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Appendix 1
Personality and sexual behaviour
Thank you for taking the time to complete this questionnaire (about 15 minutes) 
which aims to research the relationship between personality and sexual behaviour. 
This research is completely anonymous. The research should provide data useful 
for the design of effective health education. Because it is completely anonymous 
it is not possible to provide individual feedback on your personality. However, at 
the end of the project a poster of the results will be made available at this clinic.
After you have completed the questionnaire please place in the attached envelope 
and leave in the box provided.
Thank you very much for your time.
Peter Scragg
Chartered Clinical Psychologist
1 .  A r e  y o u m a l e  [ ] f e m a l e  [ ]
2 .  W h a t  i s  y o u r  a g e
4 .  E d u c a t i o n :
l e f t  s c h o o l  w i t h o u t  G C E /G C S E  
o b t a i n e d  G C E /G C S E  
o b t a i n e d  ' A '  l e v e l s  
o b t a i n e d  U n i v e r s i t y  d e g r e e / o t h e r  
p o s t  ' A '  l e v e l  q u a l i f i c a t i o n
[]
[]
[]
[]
5 .  A r e  y o u r  s e x u a l  p a r t n e r s m en
w o m e n
b o t h
[]
[]
[]
Definitions
A regular partner is one with whom sex has taken place on more 
than one occasion and is characterized by some degree of sexual 
commitment.
A casual partner is one in which there has been no sexual 
commitment made and there is no expectation of sex happening 
again. This may take several forms, where one has anonymous sex 
knowing limited details of the individual, "one night stand", or 
having sex with a friend.
6 .  D o  y o u  h a v e  a  r e g u l a r  s e x u a l  p a r t n e r ?  Y e s  [  ]  N o  [  ]
7 .  D o  y o u  h a v e  c a s u a l  s e x u a l  p a r t n e r s ?  Y e s  [  ]  N o  [  ]
8 .  I n  t h e  l a s t  6  m o n t h s  h o w  m a n y
p a r t n e r s  h a v e  y o u  h a d :  ................
9 .  I f  y o u  h a v e  a  r e g u l a r  p a r t n e r  d o  y o u  h a v e
p e n e t r a t i v e  s e x / s e x u a l  i n t e r c o u r s e ?  Y e s  [ ]  N o  [ ]
I f  y e s  h o w  o f t e n  d o  y o u  u s e  a  c o n d o m ?
N e v e r  [ ]
A lw a y s  [ j
S o m e t im e s  [ j
1 0 .  H a v e  y o u  h a d  p e n e t r a t i v e  s e x / s e x u a l  i n t e r c o u r s e  w i t h  a  
c a s u a l p a r t n e r / s  i n  t h e  l a s t  s i x  m o n t h s ?
Y e s  [  ]  N o  [  ]
I f  no g o  t o  q u e s t i o n  1 1 .
I f  yes h o w  o f t e n  d i d  y o u  u s e  a  c o n d o m
N e v e r  [ ]
A lw a y s  [ ]
S o m e t im e s  [ ]
I f  y o u  u s e  a  c o n d o m  " s o m e t im e s "  w i t h  c a s u a l  p a r t n e r / s  c o u l d  
y o u  t i c k  o n e  o f  t h e  f o l l o w i n g  e s t i m a t e s  o f  f r e q u e n c y
1 o u t  o f  e v e r y  1 0  o c c a s i o n s  [ ]
2 - 5  o u t  o f  e v e r y  1 0  o c c a s i o n s  [ ]
6 - 9  o u t  o f  e v e r y  1 0  o c c a s i o n s  [ ]
1 1 .  D o  y o u  k n o w  i f  y o u  a r e  H IV  p o s i t i v e  o r  n e g a t i v e ?
Y e s  [ ]  N o  [ ]
I f  y o u  k n o w  y o u r  H I V  s t a t u s  a r e  y o u
H I V  p o s i t i v e  [ ]
H I V  n e g a t i v e  [ ]
I f  H I V  p o s i t i v e  f o r  h o w  l o n g  h a v e  y o u  k n o w n
3
S e c t i o n  B
T h i s  s e c t i o n  c o n t a i n s  6 0  s t a t e m e n t s . R e a d  e a c h  s t a t e m e n t  
c a r e f u l l y .  F o r  e a c h  s t a t e m e n t  c i r c l e  t h e  r e s p o n s e  t h a t  b e s t  
r e p r e s e n t s  y o u r  o p i n i o n .  T h e r e  a r e  n o  r i g h t  o r  w r o n g  a n s w e r s .
K e y :
C i r c l e  s o  i f  y o u  strongly disagree or t h e  s t a t e m e n t  i s  
d e f i n i t e l y  f a l s e .
C i r c l e  D i f  y o u  disagree o r  t h e  s t a t e m e n t  i s  m o s t l y  f a l s e .
C i r c l e  N  i f  y o u  a r e  neutral o n  t h e  s t a t e m e n t ,  y o u  c a n n o t  
d e c i d e ,  o r  t h e  s t a t e m e n t  i s  a b o u t  e q u a l l y  t r u e  a n d  f a l s e .
C i r c l e  A  i f  y o u  agree o r  t h e  s t a t e m e n t  i s  m o s t l y  t r u e .
C i r c l e  S A  i f  y o u  strongly agree o r  t h e  s t a t e m e n t  i s  
d e f i n i t e l y  t r u e .  ^
% \
% % * a
\  \ \ \ \
1 . I  am  n o t  a  w o r r i e r . SD D N A SA
2 . I  l i k e  t o  h a v e  a  l o t  o f  p e o p l e  a r o u n d  m e . SD D N A SA
3 . I  d o n ' t  l i k e  t o  w a s t e  m y t i m e  d a y d r e a m in g . SD D N A SA
4 . I  t r y  t o  b e  c o u r t e o u s  t o  e v e r y o n e  I  m e e t . SD D N A SA
5 . I  k e e p  m y  b e l o n g i n g s  c l e a n  a n d  n e a t . SD D N A SA
6 . I  o f t e n  f e e l  i n f e r i o r  t o  o t h e r s . SD D N A SA
7 . I  l a u g h  e a s i l y . SD D N A SA
8 . O n c e  I  f i n d  t h e  r i g h t  w a y  t o  d o  s o m e t h i n g ,  
I  s t i c k  t o  i t . SD D N A SA
9 . I  o f t e n  g e t  i n t o  a r g u m e n t s  w i t h  m y 
f a m i l y  a n d  c o - w o r k e r s . SD D N A SA
1 0 . I ' m  p r e t t y  g o o d  a b o u t  p a c i n g  m y s e l f  
s o  a s  t o  g e t  t h i n g s  d o n e  o n  t i m e . SD D N A SA
4
1 1 .
1 2 .
1 3 .
1 4 .
1 5 .
1 6 .
1 7 .
1 8 .
1 9 .
2 0 .
2 1 .
2 2 .
2 3 .
2 4 .
2 5 .
2 6 .
2 7 .
2 8 .
2 9 .
3 0 .
3 1 .
\ \ 
\ \ \  u
W h e n  I ' m  u n d e r  a  g r e a t  d e a l  o f  s t r e s s ,  % e v* ® %
s o m e t im e s  I  f e e l  l i k e  I ' m  g o i n g  t o  p i e c e s .  SD D N A  S A
I  d o n ' t  c o n s i d e r  m y s e l f  e s p e c i a l l y  " l i g h t -  SD D N A  S A
h e a r t e d " .
I  am  i n t r i g u e d  b y  t h e  p a t t e r n s  I  f i n d  i n
a r t  a n d  n a t u r e .  SD D N A  S A
S om e  p e o p l e  t h i n k  I ' m  s e l f i s h  a n d
e g o t i s t i c a l .  SD D N A  S A
I  am  n o t  a  v e r y  m e t h o d i c a l  p e r s o n .  SD D N A  S A
I  r a r e l y  f e e l  l o n e l y  o r  b l u e .  SD D N A  S A
I  r e a l l y  e n j o y  t a l k i n g  t o  p e o p l e .  SD D N A  S A
I  b e l i e v e  l e t t i n g  s t u d e n t s  h e a r  c o n t r o v e r s i a l
s p e a k e r s  c a n  o n l y  c o n f u s e  a n d  m i s l e a d  t h e m .  SD D N A  S A
I  w o u ld  r a t h e r  c o o p e r a t e  w i t h  o t h e r s
t h a n  c o m p e te  w i t h  t h e m .  SD D N A  S A
I  t r y  t o  p e r f o r m  a l l  t h e  t a s k s  a s s i g n e d  t o
m e c o n s c i e n t i o u s l y .  SD D N A  SA
I  o f t e n  f e e l  t e n s e  a n d  j i t t e r y .  SD D N A  S A
I  l i k e  t o  b e  w h e r e  t h e  a c t i o n  i s .  SD D N A  S A
P o e t r y  h a s  l i t t l e  o r  n o  e f f e c t  o n  m e . SD D N A  S A
I  t e n d  t o  b e  c y n i c a l  a n d  s k e p t i c a l
o f  o t h e r s '  i n t e n t i o n s .  SD D N A  S A
I  h a v e  a  c l e a r  s e t  o f  g o a l s  a n d  w o r k
t o w a r d s  t h e m  i n  a n  o r d e r l y  f a s h i o n .  S D  D  N A  S A
S o m e t im e s  I  f e e l  c o m p l e t e l y  w o r t h l e s s .  S D  D N A  S A
I  u s u a l l y  p r e f e r  t o  d o  t h i n g s  a l o n e .  S D  D N A  S A
I  o f t e n  t r y  n e w  a n d  f o r e i g n  f o o d s .  S D  D N A  S A
I  b e l i e v e  t h a t  m o s t  p e o p l e  w i l l  t a k e
a d v a n t a g e  o f  y o u  i f  y o u  l e t  t h e m .  S D  D N A  S A
I  w a s t e  a  l o t  o f  t i m e  b e f o r e  s e t t l i n g
d o w n  t o  w o r k .  S D  D N A  S A
I  r a r e l y  f e e l  f e a r f u l  o r  a n x i o u s .  S D  D  N A  S A
5
3 2 .
3 3 .
3 4 .
3 5 .
3 6 .
3 7 .
3 8 .
3 9 .
4 0 .
4 1 .
4 2 .
4 3 .
4 4 .
4 5 .
4 6 .
4 7 .
4 8 .
4 9 .
5 0 .
5 1 .
\ \
\ \ \ n
I  o f t e n  f e e l  a s  i f  I ' m  b u r s t i n g  w i t h  e n e r g y .  SD D N A  SA  
I  s e ld o m  n o t i c e  t h e  m o o d s  o r  f e e l i n g s  t h a t
d i f f e r e n t  e n v i r o n m e n t s  p r o d u c e .  SD D N A  S A
M o s t  p e o p l e  I  k n o w  l i k e  m e . SD D N A  SA
I  w o r k  h a r d  t o  a c c o m p l i s h  m y g o a l s .  SD D N A  S A
I  o f t e n  g e t  a n g r y  a t  t h e  w a y  p e o p l e  t r e a t  m e .S D  D N A  SA
I  am  a  c h e e r f u l ,  h i g h - s p i r i t e d  p e r s o n .  SD D N A  S A
I  b e l i e v e  w e  s h o u l d  l o o k  t o  o u r  r e l i g i o u s
a u t h o r i t i e s  f o r  d e c i s i o n s  o n  m o r a l  i s s u e s .  SD D N A  SA
S om e  p e o p l e  t h i n k  o f  m e a s  c o l d  a n d
c a l c u l a t i n g .  SD D N A  SA
W h e n  I  m a k e  a  c o m m i t m e n t ,  I  c a n  a lw a y s
b e  c o u n t e d  o n  t o  f o l l o w  t h r o u g h .  SD D N A  SA
T o o  o f t e n ,  w h e n  t h i n g s  g o  w r o n g ,  I  g e t
d i s c o u r a g e d  a n d  f e e l  l i k e  g i v i n g  u p .  SD D N A  SA
I  am n o t  a  c h e e r f u l  o p t i m i s t .  SD D N A  SA
S o m e t im e s  w h e n  I  am  r e a d i n g  p o e t r y  o r  
l o o k i n g  a t  a  w o r k  o f  a r t ,  I  f e e l  a
c h i l l  o r  w a v e  o f  e x c i t e m e n t .  SD D M A  SA
I ' m  h a r d - h e a d e d  a n d  t o u g h - m in d e d
i n  m y a t t i t u d e s .  S D  D N A  SA
S o m e t im e s  I ' m  n o t  a s  d e p e n d a b le  o r
r e l i a b l e  a s  I  s h o u l d  b e .  SD D N A  S A
I  am  s e ld o m  s a d  o r  d e p r e s s e d .  SD D N A  SA
M y  l i f e  i s  f a s t - p a c e d .  SD D N A  SA
I  h a v e  l i t t l e  i n t e r e s t  i n  s p e c u l a t i n g  
o n  t h e  n a t u r e  o f  t h e  u n i v e r s e  o r
t h e  h u m a n  c o n d i t i o n .  S D  D N A  SA
I  g e n e r a l l y  t r y  t o  b e  t h o u g h t f u l  a n d
c o n s i d e r a t e .  SD D N A  SA
I  am  a  p r o d u c t i v e  p e r s o n  w h o  a lw a y s
g e t  t h e  j o b  d o n e .  S D  D N A  SA
I  o f t e n  f e e l  h e l p l e s s  a n d  w a n t  s o m e o n e
e l s e  t o  s o l v e  m y p r o b l e m s .  SD D N A  S A
6
\w 
% %
\
p.
\
I \
%
5 2 . I  am  a  v e r y  a c t i v e  p e r s o n . SD D N A SA
5 3 . I  h a v e  a  l o t  o f  i n t e l l e c t u a l  c u r i o s i t y . SD D N A SA
5 4 . I f  I  d o n ' t  l i k e  p e o p l e ,  I  l e t  t h e m  k n o w  i t . SD D N A S A
5 5 . I  n e v e r  s e e m  t o  b e  a b l e  t o  g e t  o r g a n i z e d . SD D N A SA
5 6 . A t  t i m e s  I  h a v e  b e e n  s o  a s h a m e d  
I  j u s t  w a n t e d  t o  h i d e . SD D N A S A
5 7 . I  w o u ld  r a t h e r  g o  m y  o w n  w a y  
t h a n  b e  a  l e a d e r  o f  o t h e r s . SD D N A S A
5 8 . I  o f t e n  e n j o y  p l a y i n g  w i t h  t h e o r i e s  
o r  a b s t r a c t  i d e a s . SD D N A S A
5 9 . I f  n e c e s s a r y ,  I  am w i l l i n g  t o  m a n i p u l a t e  
p e o p l e  t o  g e t  w h a t  I  w a n t . SD D N A SA
6 0 . I  s t r i v e  f o r  e x c e l l e n c e  i n  e v e r y t h i n g  I  d o . SD D N A SA
S e c t i o n  C
P l e a s e  a n s w e r  e a c h  q u e s t i o n  b y  p u t t i n g  a  c i r c l e  a r o u n d  t h e  Yes o r  
t h e  No f o l l o w i n g  t h e  q u e s t i o n .  T h e r e  a r e  n o  r i g h t  o r  w r o n g  a n s w e r s  
a n d  n o  t r i c k  q u e s t i o n s .  W o rk  q u i c k l y  a n d  d o  n o t  t h i n k  t o o  l o n g  
a b o u t  t h e  e x a c t  m e a n in g  o f  t h e  q u e s t i o n .
1 .  W o u ld  y o u  e n j o y  w a t e r  s k i i n g ?
2 .  D o  y o u  e n j o y  t a k i n g  r i s k s ?
3 .  W o u ld  y o u  e n j o y  p a r a c h u t e  j u m p i n g ?
4 .  D o  y o u  o f t e n  b u y  t h i n g s  o n  i m p u l s e ?
5 .  D o  y o u  g e n e r a l l y  d o  a n d  s a y  t h i n g s  
w i t h o u t  s t o p p i n g  t o  t h i n k ?
6 .  D o  y o u  o f t e n  g e t  i n t o  t r o u b l e  b e c a u s e  y o u  
d o  t h i n g s  w i t h o u t  t h i n k i n g ?
7 .  A r e  y o u  a n  i m p u l s i v e  p e r s o n ?
8 .  D o  y o u  w e lc o m e  n e w  a n d  e x c i t i n g  e x p e r i e n c e s  
a n d  s e n s a t i o n s  e v e n  i f  t h e y  a r e  a  l i t t l e  
f r i g h t e n i n g  a n d  u n c o n v e n t i o n a l ?
9 .  D o  y o u  u s u a l l y  t h i n k  c a r e f u l l y  
b e f o r e  d o i n g  a n y t h i n g
Y e s  N o  
Y e s  N o  
Y e s  N o  
Y e s  N o
Y e s  N o
Y e s  N o  
Y e s  N o
Y e s  N o  
Y e s  N o
7
1 0 . W o u ld  y o u  l i k e  t o  l e a r n  t o  f l y  a n  a e r o p l a n e ? Y e s N o
1 1 . D o  y o u  o f t e n  d o  t h i n g s  o n  t h e  s p u r  o f  t h e  m o m e n t? Y e s N o
1 2 . D o  y o u  m o s t l y  s p e a k  b e f o r e  t h i n k i n g  t h i n g s  o u t ? Y e s N o
1 3 . D o  y o u  o f t e n  g e t  i n v o l v e d  i n  t h i n g s  
y o u  l a t e r  w i s h  y o u  c o u l d  g e t  o u t  o f ? Y e s N o
1 4 . D o  y o u  g e t  s o  ' c a r r i e d  a w a y '  b y  n e w  a n d  e x c i t i n g  
i d e a s ,  t h a t  y o u  n e v e r  t h i n k  o f  p o s s i b l e  s n a g s ? Y e s N o
1 5 . D o  y o u  f i n d  i t  h a r d  t o  u n d e r s t a n d  p e o p l e  w h o  
r i s k  t h e i r  n e c k  c l i m b i n g  m o u n t a in s ? Y e s N o
1 6 . D o  y o u  s o m e t im e s  l i k e  d o i n g  t h i n g s  
t h a t  a r e  a  b i t  f r i g h t e n i n g ? Y e s N o
1 7 . W o u ld  y o u  e n j o y  t h e  s e n s a t i o n  o f  s k i i n g  
v e r y  f a s t  d o w n  a  h i g h  m o u n t a i n  s l o p e ? Y e s N o
1 8 . W o u ld  y o u  l i k e  t o  g o  s c u b a  d i v i n g ? Y e s N o
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ABSTRACT
A detailed review of Asperger Syndrome (AS.) is presented including 
diagnosis/identification, relationship to other disorders, relationship to violence, 
epidemiology, aetiology and treatment. It has been suggested that an association 
between AS. and violent behaviour is more common than has been recognized. 
This suggestion was tested by a prevalence study carried out in a high security 
hospital. This involved an initial screening of the male patient population of the 
hospital. This initial screening produced a small group of patients who were 
investigated in-dept to establish if they have A.S.. The results were that six 
patients met strict diagnostic criteria for A.S. These six cases, from a total 
patient population of 392, represent a prevalence rate of 1.53 %. This prevalence 
rate was examined in the light of community rates. Possible reasons for the higher 
rate of A.S. in a secure hospital are discussed. Short case-studies are presented 
as initial data on the possible link between A.S. and violence.
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1 INTRODUCTION
The present study is concerned with the identification and prevalence of A.S. in 
mentally disordered patients in a secure setting. This will involve critical 
examination of issues covering its diagnosis and psychological assessment and how 
the syndrome relates to other disorders. In seeking to establish the prevalence of 
A.S. in a secure hospital the study will also examine its possible link with 
dangerousness or violence.
1.1.1 BACKGROUND TO THE STUDY
In 1944 Hans Asperger published his now classic paper ’Autistic psychopathy in 
childhood’. The neuropsychiatrie condition he described is now known as 
Asperger’s Syndrome (A.S.). He wrote about children who were socially isolated 
and displayed unusual clinical features. However, his work was little known 
amongst English speaking workers, until 1981 when Lorna Wing published a 
comprehensive review of the syndrome. This paper sparked much interest in the 
syndrome and its relationship to autism.
Childhood autism has been recognized for decades and was identified by Kanner 
(1943).35 Though Asperger and Kanner never collaborated (Lutz, 1981) their 
seminal papers were only one year apart in their publication. Both described a 
psychiatric condition in children which had a remarkable overlap in terms of
35 Kanner had emigrated to the USA in 1924 and this probably explains why his work was 
widely known whereas Asperger’s was largely ignored.
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behaviourial disturbance. They independently set out to convince the psychiatric 
community that what they had described was an identifiable disorder (Frith, 1991). 
Infantile autism is officially accepted as a valid diagnosis and is listed in DSM-III- 
R. However the same has not been true of A.S. Wider acceptance, by the 
psychiatric community, of the diagnosis of A.S. has only happened in the last few 
years. Official recognition is likely to come via the ICD 10, which is currently in 
draft form. Professional doubt over the validity of A.S. probably arises because 
the syndrome can involve quite subtle patterns of abnormal behaviour: some 
patients labelled A.S. have "personalities" that to many observers might be 
considered "just a bit odd" or eccentric.
A.S. is identified and diagnosed purely on the basis of abnormal behaviour, which 
varies in degree in different individuals. Unfortunately, it is not totally clear 
where the cut-off points in operational defined behaviourial criteria should be. 
Wing (1981), in considering this diagnostic problem, states that cut-off points 
should be avoided and that the clinician must take account of the developmental 
history and presenting clinical picture. However, for research purposes explicit 
behaviourial criteria are necessary to allow for comparisons to be made between 
results of different research centres.
1.2 CLINICAL FEATURES OF ASPERGER’S SYNDROME 
Asperger (1944; 1991) noted that from the second year of life one can discern 
characteristic features which remain "unmistakable and constant throughout the 
whole life-span". Although the origins of A.S. are in infancy, the greatest
disablement may arise in adolescence and young adulthood, when successful 
social relationships are the key to almost all achievement (Tantum, 1991). The 
diagnosis of A.S. may have to be made after childhood as the early abnormalities 
may have been dismissed (Tantum, 1991).
Social interaction
Two-way social interaction is impaired in A.S.. This is not due to a desire to 
withdraw from social contact (found in many psychiatric conditions) but rather 
that the A.S. individual does not understand the rules involved in social behaviour 
(Wing 1981). Szatmari, Bartolucci and Bremner (1989) compared 28 A.S. 
children with 28 matched psychiatric controls. Many of the controls were solitary 
and had problems with interpersonal relationships. Nonetheless, A.S. subjects 
were essentially different from controls in that their social interactions were 
impaired in the following manner: they more frequently approached others only 
to have their needs met; had a veiy clumsy social approach; engaged in one-sided 
social interactions and had difficulty sensing (or were detached from) the feelings 
of others.
The social rules of life, while mostly tacit, are also complex and often change. 
The rules cover speech, gesture, posture, movement, eye contact, choice of 
clothing, proximity to others etc (Wing,1981). Of course the average person varies 
in how well they understand and follow such social rules but those with A.S. are 
outside the normal range. Their social behaviour is naive and peculiar (Wing 
1981). They may have "insight" into their problems in this area but their attempts
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to change and adapt mostly fail. According to Wing (1981), some individuals with
A.S. become oversensitive to criticism and are suspicious of others.
Special interests
The individual with A.S. is characterised by a very narrow range of interests. The 
interests can be appropriate (Szatmari et al. 1989) such as interests in sports 
statistics, t.v., wrestling and animals but more commonly focuses on quite "odd" 
subjects such as: little frogs (Gillberg, 1991); poisons, floor plans and prehistoric 
monsters (Tantum, 1991). They often become obsessed with their interests to the 
exclusion of all other matters. They tend to bore other people with their interests.
Speech
There is debate about whether delayed speech is a feature of A.S.(Cox, 1991) 
However, a full grammar develops. Characteristically A.S. individuals are 
pedantic and may be repetitive in choice of phrase. Often individuals with A.S. 
have peculiar voice characteristics or a monotonous tone to their speech.
Non-verbal communication
Wing (1981) states that "there may be little facial expression except with strong 
emotion such as anger or misery. Vocal intonation tends to be monotonous and 
droning, or exaggerated. Gestures are limited, or else large and clumsy and 
inappropriate for the accompanying speech"( p 116). They are very poor at 
understanding other people’s non-verbal communication.
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Repetitive activities
As in classic autism, children with A.S. often carry out repetitive activities. In 
Szatmari et a l (1989) study, they found that A.S. subjects had stereotypies in 
preschool years but not in later years.
Motor coordination
Gross motor movement are clumsy and ill-coordinated. Posture and gait appear 
odd (Wing 1981)
1.3 Diagnostic criteria of Asperger's Syndrome
Gillberg and Gillberg (1989) provided a clear set of diagnostic criteria. It is 
copied here, as the basis for diagnosis in the present study.
1. Severe impairment in reciprocal social interaction 
(at least two of the following):
a) Inability to interact with peers
b) Lack of desire to interact with peers
c) Lack of appreciation of social cues
d) Socially and emotionally inappropriate behaviour
2. All-absorbing narrow interest
(At least one of the following):
a) Exclusion of other activities
b) Repetitive adherence
3. Imposition of routines and interests
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(at least one of the following):
a) On self, in aspects of life
b) On others
4. Speech and language problems
(At least three of the following):
a) Delayed development
b) Superficially perfect expressive language
c) Formal, pedantic language
d) Odd prosody, peculiar voice characteristics
e) Impairment of comprehension including misinterpretations of
literal/implied meanings
5. Non-verbal communication problems
(at least one of the following):
a) Limited use of gesture
b) Clumsy/gauche body language
c) Limited facial expression
d) Peculiar, stiff gaze
6. Motor clumsiness
Poor performance on neuro-developmental examination
1.4 AUTISM AND ASPERGER'S SYNDROME
Different researchers and clinicians hold varying views concerning the relationship 
of A.S. to infantile autism. Van Krevelen (1971) considered A.S. to be entirely
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different to infantile autism. He distinguished the two using the following criteria: 
early infantile autism is manifested in the first month of life, whereas A.S. is not 
manifested until the third year of life or later; the child with early infantile autism 
walks earlier than he speaks, speech is retarded or absent, and language is not 
used to communicate, whereas in A.S. the child walks late but speaks earlier and 
tries to communicate although in a one-sided manner; in early infantile autism, 
eye contact is poor because, for the child, other people do not exist and he lives 
in a world of his own, whereas the child with A.S. evades eye contact and lives 
in our world but in his own way; early infantile autism is a psychotic process and 
the social prognosis is poor, whereas A.S. is a personality trait and the social 
prognosis is rather good.
According to Wing (1991) this formulation does not hold true in clinical practise 
since the features are not neatly divided as in Van Krevelon’s lists. She states that 
many, perhaps even most, individual cases will manifest elements from both lists.
Wing and Gould (1979) persuasively argue that there is an "autistic continuum". 
Individuals with autism can exhibit varying degrees of impairment in different 
domains of psychological functioning: communication, socialization and restricted 
behaviour/interest. However, all show impairment in reciprocal social interaction. 
The clinical picture of a case will depend on the degree of impairment and the 
particular constellation of impaired functions. The idea of a continuum suggests 
that people with A.S. and people with classic autism represent sub-sets of a larger 
population of people with social impairment (Bowler, 1992).
Variations can be seen between twins affected with autism. According to Wing 
(1991) one strong argument for the continuum from infantile autism to A.S. is the 
clinical finding of individuals who were typically autistic in early years but make 
progress as teenagers to show all the characteristics of A.S.. She provides a case 
study of such an individual in her 1981 paper (Wing, 1981).
Some studies have sampled a broad range of autistic and Pervasive 
Developmental Disorder (FDD) children and employed statistical methods (multi­
variant) to try to establish relatively homogeneous groupings. Two groupings 
emerge: the classic autistic group and a second group who show less severe 
difficulties in socialization and communication (Rescorla 1988; Siegel et al 1986). 
This second group typically have higher IQ scores and show less signs of 
neurological disorder with a greater proportion of them are male.
Classic autistic children are usually "mentally handicapped", lack communicative 
language and have a poor prognosis. This contrasts with the studies of A.S. where 
IQ is most often recorded as being average and language skills intact although 
pedantic (Szatmari et a l, 1990; Tantum, 1988). However, distinguishing high- 
functioning autistic individuals, classified as autistic because of diagnosis being 
made in infancy, from A.S. is a key issue. Szatmari et al (1989) examined the 
diagnostic validity of A.S. by ascertaining to what extent children diagnosed as A.S. 
differ in early history and outcome from (a) High Functioning Autistic (H.F.A.) 
children and (b) a group of children with non-specific problems in relating to 
other children. He recruited A.S. subjects entirely on the basis of their current
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clinical presentation. Their main finding was "that no substantive, qualitative 
differences were found between the AS. and High Functioning Autistic (H.F.A.) 
group. While some clinical differences were found in terms of social 
responsiveness, communication and restricted range of activities, these probably 
reflect severity of the disorder rather than a distinct disorder. Our results indicate 
that it may be best to think of AS. as a mild form of H.F.A."(p717). These 
differences in degree were not trivial. The AS. were more socially responsive to 
their parents, developed warmer relationships and showed more social interaction 
with peers than the H.F.A. An important point noted about the A.S. sample was 
that none had been diagnosed as autistic but rather had received a confusing 
range of diagnosis.
Szatmari et al. (1989) found some difference in outcome of the H.F.A. and A.S.. 
The autistic children had more years of special education but, if this was due to 
cognitive differences, it was not reflected in overall IQ which did not differ 
between the two groups. The AS. group tend to have more secondary psychiatric 
symptoms than H.F.A. group. These secondary symptoms can cause diagnostic 
confusion.
Goodman (1989) persuasively argued that autism is a syndrome of multiple 
primary deficits (neurological and psychological), and that it is possible to 
delineate distinct, though coexisting, constellations of symptoms and signs within 
the syndrome. Examining the autistic spectrum, he argued that the deficits in 
social interaction and play form one constellation and were relatively distinct from
230
the deficits primarily affecting "mechanical" language skills. AS. has a greater 
weighting on the former constellation, while a "pure" case of the deficits of 
mechanical language skills would be diagnosed as developmental dysphasia. 
Classic infantile autism characteristically involves both types of impairment.
The lack of ability in empathie understanding found in AS. can be compensated 
for, at least to some degree, by means of language-mediated knowledge 
(Goodman, 1989). The individual with classic autism has language deficits and 
thus cannot acquire such knowledge.
In conclusion, clinical differences of severity on the autistic spectrum seem to be 
observable: from the low-functioning autistic, to H.F.A. and even milder A.S.. 
These subtypes are on a continuum but are, at present, somewhat arbitrary. 
However, without subtypes on the spectrum, ’autistic’ becomes too heterogenous 
a term and reduces its clinical value (Szatmari et al 1989).
1.5 THE RELATIONSHIP BETWEEN ASPERGER’S SYNDROME AND 
SCHIZOID PERSONALITY DISORDER
It is obvious that it would be poor science to use two different conceptual labels 
for the same phenomena. If a patient is diagnosed A.S., this implies that they 
suffer from a developmental disability (ie aetiology of autistic symptoms being 
disruption of the biological developmental processes) whereas "schizoid" is a 
disorder of personality. In this section an attempt will be made to examine
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whether:
(a) Asperger’s Syndrome is just another name for Schizoid Personality 
Disorder or indeed Schizotypical Personality Disorder;
(b) both Asperger’s Syndrome and Schizoid Personality Disorder do exist and 
can be separated from each other;
(c) while Asperger’s Syndrome and Schizoid Personality Disorder are indeed 
separate diagnosis, they may both members of the autistic spectrum.
In an attempt to bring some clarity to this muddled area, DSM-III-R criteria are 
reproduced and compared.
Diagnostic criteria for 301.20 Schizoid Personality Disorder
A. A pervasive pattern of indifference to social relationships 
and a restricted range of emotional experience and 
expression, beginning by early adulthood and present in a 
variety of contexts, as indicated by at least four of the 
following:
(1) neither desires nor enjoys close relationships, including part 
of a family
(2) almost always chooses solitary activities
(3) rarely, if ever, claims or appears to experience strong
emotions,such as anger and joy
(4) indicates little if any desire to have sexual experiences with
another person (age being taken into account)
(5) is indifferent to praise and criticism of others
(6) has no close friends or confidants (or only one( other than 
first-degree relatives
(7) displays constricted affect, e.g.,is aloof, cold,rarely 
reciprocated gestures or facial expressions, such as smiles or 
nods
B. Occurrence not exclusively during the course of 
Schizophrenia or a Delusional Disorder.
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In comparing the DSM-III-R Schizoid Personality Disorder to A.S., we see that 
both describe individuals who are : loners; who engage in solitary activities; who 
display constricted affect (e.g. limited gestures, limited facial expression). However 
there are differences between the two. Speech and language problems and motor 
clumsiness are not part of the DSM-III-R Schizoid Personality Disorder . They 
are part of A.S..
The individual with Schizoid Personality Disorder seems to get no reinforcement 
from social relationships and thus does not have them. For individuals with A.S. 
it is often that he does not understand the rules of relationships. The person with 
A.S. will tend to have a superficial understanding of friendships, but this does not 
mean they do not want such relationships.
The interests of people with A.S. are narrow, repetitive and do not involve 
abstract meaning (autistic-like). The person with Schizoid Personality Disorder 
has solitary interests but does not have autistic features to their interests. 
Although the flavour of DSM-III-R Schizoid Personality Disorder clearly overlap 
with A.S. differences exist between the two diagnostic descriptions.
Tantum (1988) provides some evidence that A.S. is not behaviourally identical to 
those who might be diagnosed "Schizoid". Tantum (1988) examined 60 socially 
isolated and eccentric individuals. He developed two short scales: the first 
measuring abnormal non-verbal expression, plus special interests and the second 
measuring schizoid aspects of personality. The two scales take the form of a
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structured interview. Tantum (1988) demonstrated that three ratings (gaze 
abnormality, voice prosody and facial expression) were the main contributors to 
the combined score on the scale of Abnormal Non-verbal Expression. Reliability 
was checked by having an independent rater view video recordings of the subject. 
Agreement was high: r=  0.81 for gaze, r=  0.65 for voice prosody, and r =0.6 for 
facial expression. Turning to the scale measuring schizoid aspects of personality, 
Tantum examined the correlation with parental report (modified version of same 
scale). Significant correlations were found (around r = 0.5 for most questions - 
lowest r =0.35 and highest r =0.71).
The scores on the schizoid personality scale did correlate with the abnormal non­
verbal expression. This suggested that A.S. is the same as Schizoid Personality 
Disorder. However, Tantum noted that the schizoid score was not associated with 
the feature of special interests (sine quo non of A.S.) or clumsiness (also 
extremely common in A.S.). In addition, the schizoid score was not associated 
with developmental abnormalities, whereas the autistic-features were significantly 
correlated with developmental abnormality. Tantum concluded that A.S. is 
distinct from Schizoid Personality Disorder.
Nonetheless, Tantum’s study (as he acknowledged) lends itself to the 
interpretation of a continuum of autistic-spectrum: classic autism at one end, 
through to A.S., and with (possibly) Schizoid Personality at the mild end.
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A further diagnostic complication is the use of "Schizoid Personality Disorder of 
Childhood" by Wolff and Chick (1980) and Wolff (1991). Their description of 
core features makes it abundantly clear that they are using a different label for 
essentially A.S.. However, their group of children whilst overlapping with Wing’s 
seems to have been less disabled (Wolff, 1991). In fact Wolffs series appears to 
show a greater match to the children described by Hans Asperger, than even 
Wing’s or Tantum’s patients.
The Schizotypical Personality Disorder in DSM-III-R (reproduced below) is 
perhaps even closer to A.S..
Diagnostic criteria for 301.22 Schizotypical Disorder
A. A pervasive pattern of deficits in interpersonal relatedness and 
peculiarities of ideation, appearance and behaviour, beginning by 
early adulthood and present in a variety of contexts, as indicated by 
at least five of the following:
(1) ideas of reference (excluding delusions of reference)
(2) excessive social anxiety, e.g.,extreme discomfort in social situations 
involving unfamiliar people
(3) odd beliefs or magical thinking, influencing behaviour and 
inconsistent with subcultural norms, e.g., superstitiousness, belief in 
clairvoyance, telepathy, or "sixth sense," "others can feel my feelings" 
(in children and adolescents, bizarre fantasies or preoccupations)
(4) unusual perceptual experiences, e.g., illusions, sensing the presence 
of a force or person not actually present (e.g., "I felt as if my dead 
mother were in the room with me")
(5) odd or eccentric behaviour or appearance, e.g.,unkept, unusual 
mannerisms, talks to self
(6) no close friends or confidants (or only one) other than first-degree 
relatives
(7) odd speech (without loosening of associations or incoherence), e.g. 
speech that is impoverished, digressive, vague, or inappropriately 
abstract
(8) inappropriate or constricted affect, e.g., silly, aloof, rarely 
reciprocates gestures or facial expressions, such as smiles or nods
(9) suspiciousness or paranoid ideation
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B Occurrence not exclusively during the course of Schizophrenia or a 
Pervasive Developmental Disorder.
All of the above schizotypical behaviours are regularly seen in A.S.. How do we
choose between Schizotypical Personality Disorder and A.S.? Schizotypical
Personality Disorder is excluded on the grounds of Pervasive Developmental
Disorder. Thus, if one can demonstrate that the disorder emerged in childhood
they should be diagnosed A.S. (AS. is one of the Pervasive Developmental
Disorders in ICD 10 draft).
1.6 ASPERGER’S SYNDROME AND MENTAL TÎI.NRSS
Of 86 adults with A.S. examined by Tantum (1991), 35 % met criteria for a 
psychiatric disorder other than a developmental disorder. The single most 
common disorder was depression (15%), whereas schizophrenia was diagnosed in 
3 case (3.3%). Anxiety disorder was diagnosed in 7%.
1.7 ASPERGER’S SYNDROME AND VIOLENT OR DANGEROUS 
BEHAVIOUR
According to Tantum (1991) many adults with A.S. have rather strict, law-abiding 
attitudes. However, as noted by Wing (1981) "a small minority have a history of 
rather bizarre anti-social acts, perhaps because of their lack of empathy". The 
lack of empathy may result in inappropriate emotional reactions. For example 
Tantum (1991) noted that some of his patients had laughed when others had been 
hurt and some had responded to domestic crises caused by sudden illness by
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complaining of a disrupted meal or television viewing. Four people with A.S. 
known to Tantum (Tantum, 1991) have set fire to buildings while people were in 
it and one started a forest fire. Another killed a school mate probably as an 
experiment.
In the last six years at least three published case reports (Mawson et a l, 1985; 
Baron-Cohen, 1988; and Everall & Lecouteour, 1990) have linked A.S. with 
violence. Mawson et al (1985) provided a detailed case study of a mentally 
disordered patient detained in Broadmoor Special (high security) Hospital with 
A.S.. The patient’s "special interest" was in poisons and chemistry. These special 
interests, together with his lack of empathy, gave rise to seriously irresponsible 
behaviour.
The possibility that violence in people with A.S. may be related to deficits in social 
cognition was explored by Baron-Cohen (1988). In this paper he presents the 
case study of a young man with A.S. This young man was referred to the 
Maudsley Hospital - Children Department at age 21 by his father, who was 
concerned that his son might be autistic. The father described the son’s 
difficulties as: (1) difficulties in communication; (2) difficulties in adapting to 
change; (3) obsessional interest in his jaw; (4) violence towards a particular old 
lady and (5) general inability to fit into any social group. Interestingly, in respect 
of recognizing A.S. in various psychiatric settings, this young man was proving a 
puzzle to the adult services.
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Baron-Cohen (1988) hypothesis was that the young man’s violence to the old lady 
was linked to an inability to appreciate the victim’s point of view. This hypothesis 
stems from the notion that people suffering from disorders on the autistic 
continuum are impaired in their ability to appreciate other peoples mental state, 
such as their beliefs and desires (see Baron-Cohen et al 1985,1986) or their 
emotions (Hobson, 1986)
Baron-Cohen tested his hypothesis by interview (of the young man and his father). 
The interviews elicited information concerning different aspects of social 
relationships such as an understanding of social norms of violence, the effects of 
violence and the notion of friendship, intimacy and another person’s "point of 
view". This man had only a slightly below average intellectual level (Full scale 
IQ 80) yet he showed little awareness of what the victim might be thinking about 
him during the violence or her feelings as a victim. Baron-Cohen (1988) 
concluded that this patients’ violent behaviour resulted in large part from deficits 
in social cognition.
Everall and Lecouteur (1990) provided a case study of a 17 year old with a one- 
year history of fire-setting. "The fire-setting did not appear to be related to a 
special area of interest although it did appear to take up a large amount of his 
time and he was excited about seeing flames " (Everall et al 1990 p.286). The 
lack of empathy skills is again highlighted in this case: "he had difficulty 
understanding the distress he had caused and seemed unconcerned about the 
consequences of his activities". Psychological test results indicated that this patient
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had an IQ within the normal range, age-appropriate reading skills but impaired 
comprehension.
Idiosyncratic reactions to particular stimuli, leading to extreme distress, have often 
been noted in people with autism. The case study of a Broadmoor Hospital 
patient with A.S. by Mawson et al (1985) illustrates how sensitivity to particular 
stimuli can lead to a dangerous reaction. At age 25 this patient had assaulted a 
crying child by putting a hand over its mouth. He openly speaks of his intense 
dislikes of the sound of children crying, dogs barking and a soprano singing. 
Psychophysiological measurements, whilst he listen to various music, showed raised 
GSR and increased pulse rate to one particular piece of music. Mawson et al 
(1985) wrote " Commenting on his dangerousness, note was made of the patient’s 
inability and lack of desire to restrain his impulse to attack infants and women at 
certain times, especially when they make sounds he found unpleasant"(p568).
Ghaziuddin, Tsai and Ghaziuddin (1991) carried out a computer search of all 
papers on A.S. (1944 to 1991) and examined these papers for any suggestion of 
violence. Out of 197 patients detailed in the literature only 11 were reported as 
violent i.e. 5.58%. By comparing this figures with the base rates of violent 
individuals in general population for USA (about 7%) they suggest that there is 
no true association between violence and A.S. They state that the reports of 
violence in this syndrome could have arisen by chance. However, it can also be 
hypothesised that there is a failure to detect A.S. in prisons and secure settings, 
perhaps due to the disorder solely being associated with children. Therefore, a
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prevalence study of A.S. in secure settings would be worthwhile. To assist in 
ascertaining the frequency of A.S. co-occurring with violence or dangerousness, it 
would be necessary to compare prevalence of A.S. in the community to that found 
in secure settings.
In conclusion, there seems to be three main ways in which A.S. may lead to 
dangerous behaviour: (1) through the deficits in social-cognition which leads to 
serious difficulties in perspective taking and empathy; (2) through their "special 
interests" where these lead to dangerous experimentation etc; (3) some 
individual with A.S. seem to find certain idiosyncratic stimuli highly aversive 
leading to extreme dangerous behaviour as an attempt to remove that stimuli.
The prevalence of A.S. in secure settings together with the prevalence of A.S. 
and violence in the community needs to be established. Failure to do both 
prevalence studies in the secure settings and in the community could lead to an 
erroneous linking of A.S. to violence much as happened when XYY syndrome was 
first noted in prisons.
1.8 EPIDEMIOLOGY
To date only one study has attempted a population prevalence for A.S. Gillberg 
and Gillberg’s work (1989) is still not complete but some initial data has been 
made available. From a population study in Goteborg in 1977 on deficits in 
attention, motor control and perception (DAMP) in 6 years-old children, Gillberg 
and Gillberg (1989) found 3 out of 14 of their sample had A.S. which represented
240
0.26% of the (general) age-population, or 26 in 10,000.
In another population-based study, sampling 13-17 year-old children who have 
learning difficulties, Gillberg and Gillberg found 0.4% of the whole population to 
have mild mental handicap (IQ 50-70) and 0.3% to have severe mental handicap 
(IQ < 50). In the severe mental handicap group, no case fulfilled criteria for A.S. 
but in the mild mental handicap group one boy did reach such criteria. This 
corresponds to 0.004% of the population. Gillberg and Gillberg (1989) argue that 
this study was specifically designed to examine for A.S., therefore, the rate of 0.4 
per 10,000 of the whole population of urban children aged 13-17 years having 
both A.S. and mild mental handicap, is a seemingly true prevalence.
Gillberg and Gillberg (1989) report a study carried out in 1985 by Holmstrom. 
All mainstream schools in Goteborg were screened with a view to finding all cases 
of autism/A.S. This screening consisted of a structured interview with the school 
nurse, the school psychologist and the headmaster of each school. The structured 
interview consisted of 22 questions relating to (1) social impairments, (2) language 
peculiarities, (3) oddities of personality, (4) autistic type behaviours and (5) 
achievement problems. Ten cases (eight boys & two girls) were identified who 
had problems in all of the first four (of the five) categories. Gillberg and Gillberg 
(1989) estimated, on the basis of this study, a population frequency in the 7-16 
year age range of 8 per 10,000 for A.S. However, as acknowledged by the 
authors, this study has methodological limitations: viz no planned psychiatric 
diagnostic "work-up" and a structured interview with no reliability or validity data.
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By pooling the results of the above population studies which were all carried out 
in Goteborg, Gillberg and Gillberg (1989) estimate a frequency of A.S. of 10 - 26 
per 10,000. This conclusion, however, is tentative since it rests on studies which 
are methodologically unsound.
1.9 AETIOLOGY
Hans Asperger did not doubt that the syndrome he described had a biological 
basis and he was convinced that it was usually genetically transmitted, although 
recognising that some cases seemed to be the result of disease. He also 
speculated on whether the greater number of males implied a sex-linked 
transmission.
1.9.1 Genetics
Gillberg (1989) attempted to establish the pedigree of 23 A.S. children. Of the 
23 cases:-
1. one had a father with A.S.;
2. ten had fathers who had shown mild A.S. type problems as children;
3. two had mothers who appeared extremely matter-of fact, with limited interests 
in social interactions.
Gillberg (1989) also found that another one of his sample had an older brother 
with classical autism as well as another brother with slight trait of A.S. This was 
one of the cases where the mother had some of the traits. Two further boys with 
A.S. had close relatives (a brother and a first cousin) who were mildly mentally
242
handicapped.
Burgoine and Wing (1983) present the case histories of identical male triplets all 
diagnosed AS.. Unfortunately these cases are only suggestive of a genetic cause 
since the boys could have been affected by some intra-uterine pathology, or as a 
consequence of peri-natal difficulties. Of the 3 boys, the one who suffered the 
most peri and post natal problems had the lowest IQ, and showed more 
symptoms of classical autism.
Tantum (1991) had two twin pairs in his series of 46 A.S. patients. He writes: 
"one pair, whose univularity (genetically identical) had been confirmed by blood 
grouping were concordant for A.S.. The second pair, who were identical but in 
whom univularity had not been confirmed, were concordant for many features of 
AS., but one was less severely impaired than the other. The father of this latter 
pair also had some features of A.S ."
Bowman (1988) described a family of 4 boys. A1 the males in the family including 
the father presented at various points on the autistic/Asperger spectrum: the 
youngest was diagnosed A.S.; two brothers met criteria for autism and the fourth 
was mentally handicapped.
The above studies are suggestive of a genetic basis to AS.. However, population 
studies are required to establish with greater certainty the genetic basis of AS..
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1.9.2 Neurological bases
Our understanding of the neurology of A.S. is mainly theoretical (Tantam, 1988). 
Parallels have been drawn between A.S. and the consequences of acquired lesions 
of the right cerebral hemisphere (Malina et al ,1986). Right-hemisphere lesions 
in adults are more likely than comparable left-sided lesions to lead to defective 
prosody and gesturing (Ross,1981). The right hemisphere, on current evidence, 
is specialized for the production and comprehension of facial expressions of 
emotions (Rinn, 1984). Voeller (1986) and Weintraub and Mesulam (1983) 
demonstrated that early damage to the right hemisphere can result in 
abnormalities in prosody and social relationships from childhood onwards.
Tantum (1991) provides some evidence that an excess of his 46 A.S. patients had 
structural and functional abnormalities of the right hemisphere. These finding 
were based on CT scans and EEG. However, his whole sample was not uniformly 
investigated with these measurements and thus selection bias cannot be ruled out.
If we return to the notion that autism is due to multiple primary deficits 
(Goodman 1989), we need to explain how it is that so often the social/play deficits 
coexist with the language deficits. As Goodman states "although impaired 
mechanical language skills and social/play impairment can occur independently of 
one another, the coexistence of both types of impairment is much more common 
than would be expected from ’lightening striking twice’". Goodman suggests that 
the neural system underlying social/play ability and mechanical language skills 
share a common vulnerability to particular genetic or environmental insults, with
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the consequence that the systems are often though not invariably damaged in 
tandem.36 "The existence of two or more neural systems with overlapping but 
not identical vulnerabilities could potentially underlie the family link between 
infantile autism on the one hand, and the developmental dysphasia and A.S. on 
the other" (Goodman, 1989. p.419)
1.10 COGNITIVE PROFILES IN ASPERGER’S SYNDROME
Szatmari e/ al (1990) suggests that "the diagnostic validity of a psychiatric disorder 
such as A.S. can be strengthened, if a specific deficit, or pattern of deficits, is 
evident on psychological tests" (p 130). A considerable amount of work has been 
done on the neurocognitive pattern of autistic children and has consistently shown 
deficits on tests of language (especially comprehension) but often sparing of 
visual-perceptual tasks. In view of the claim that A.S. is a sub-type of autism, 
researchers are beginning to examine the pattern of the cognitive profile for these 
two groups of children (eg Szatmari et al 1990).
Given that there are multiple deficits in autism, it might be tempting to conclude that the 
syndrome is an illusion. That like the conclusions reached over Gerstmann Syndrome (eg Benton, 1961) - 
finger agnosia, acalculia, right-left disorientation and pure dysgraphia - the syndrome merely reflects 
biased sampling, where numerous neuropsychological disturbance resulting from lesions are arbitrarily 
grouped. However, Goodman (1989) wrote, "a multiplicity o f psychological and neurological deficits does 
not necessarily imply an equivalent multiplicity o f syndromes, etiologies or treatment". He provides a 
neurological analogy. "Despite a multiplicity of deficits at the neurological and functional levels, W ilson’s 
disease is a coherent clinical syndrome that is due to a single genetic fault in copper metabolism, and that 
is amenable to a unified treatment approach involving copper chelation"(p 411).
245
The Wechsler Intelligence Scales (WISC for children or WAIS for adults) has 
been a consistent part of neuropsychological batteries employed in the research 
with autistic individuals and in a resent study of A.S.. A number of studies 
provide Wechsler sub-scale means for autistic subjects. Two studies give mean 
scores for A.S. and two recent case studies provide individual scaled scores. 
Summaries of Wechsler Scaled scores of different studies are shown in table 1 
and 2. The results contained in table 1, show a fairly consistent pattern. Within 
the Wechsler verbal tests, subjects with autism, do poorest on Comprehension and 
achieve their best results on Digit Span. An equally distinct pattern is 
demonstrated on the Performance tests, with the lowest scores on Picture 
Arrangement and best scores on Block Design and Object Assembly. It is 
interesting to note that this pattern is true for studies employing subjects with IQ 
below 70 (Lockyer and Rutter 1970), and the study where the subjects have 
average IQ (Rumsey and Hamburger 1988). The distinctive Wechsler profile of 
autistic subjects has not been reported in other developmental disorders; for 
example, mental handicap or developmental dysphasia (Rumsey and Hamburger, 
1988). Diffuse brain damage does not give rise to such a profile.
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Table 1
Mean scaled scores for sub-test of Wechsler tests fWAIS or WISC) for subjects 
with Infantile autism
Lockyer & 
R u t te r (1 9 7 0 )n =  
19
Rumsey & 
Hamburger 
(1 9 8 8 )  High-  
f u n c t i o n i n g  
men w ith  
I n f a n t i  l e  
Autism  n=10
Asarnow e t  a l .  
( 1 9 8 7 )  n=23
V en ter  e t  a l .  
( 1 9 9 2 )  n=52
Szatmari  
e t  a l .  
(1 9 9 0 )  
n=17 HFA
Comprehension 3 . 1 8  ( 1 ) 7 . 0 0  ( 1 ) 5 . 2 0  ( 1 ) 3 . 9 0  ( 1 ) 6 . 8 8  ( 2 )
V ocabulary 4 . 5 2  ( 3 ) 9 . 5 0  ( 2 ) 6 . 5 0  ( 2 ) 5 . 4 7  ( 2 ) 7 . 7 5  ( 4 )
A r i t h m e t i c 4 .4 1  ( 2 ) 1 0 .2 0  ( 3 ) 8 . 2 0  ( 3 ) 5 . 5 0  ( 3 ) 7 . 7 2  ( 3 )
D i g i t  Span 7 . 0 4  ( 5 ) 1 3 .0 0  ( 5 ) 8 . 5 0  ( 4 ) 7 . 0 7  ( 4 ) 8 . 5 9  ( 5 )
S i m i l a r i t i e s 5 . 1 8  ( 4 ) 1 1 .5 0  ( 4 ) 1 0 .0 0  ( 5 ) 7 . 3 0  ( 5 ) 6 . 7 6  ( 1 )
P i c t u r e  Arran-  
ment
3 . 6 9  ( 1 ) 8 . 2 0  ( 1 ) 8 . 2 0  ( 1 ) 6 . 0 7  ( 1 ) 7 . 5 7  ( 2 )
P i c t u r e  Compl. 4 . 6 9  ( 2 ) 9 . 5 0  ( 2 ) 9 . 5 0  ( 2 ) 6 . 6 0  ( 2 ) 7 . 3 6  ( 1 )
O b je c t  Assembly 7 . 0 3  ( 3 ) 1 0 .5 0  ( 3 ) 1 1 .5 0  ( 3 ) 7 . 5 0  ( 3 ) 7 .8 1  ( 4 )
B lo ck  D e s ig n 8 . 2 8  ( 4 ) 1 5 .0 0  ( 4 ) 1 3 .5 0  ( 4 ) 8 .2 5  ( 4 ) 8 .4 1  ( 3 )
Verbal IQ 7 3 . 2 2 + 2 4 . 8 1 1 0 3 .4 0  + 9 .4 7 8 4 . 5 0  + 2 4 .1 7 9 .8 5  + 2 1 .6 8 8 4 .5
P erform ance IQ 7 2 .0 0  + 1 9 .2 6 1 0 3 .9 0  + 1 3 .6 3 9 9 . 0 0  + 1 5 .6 8 3 .3 1  + 2 2 .1 6 8 1 . 4
Rank ord er  g iv e n  in  p a r e n t h e s i s
A recent study by Asarnow et al (1987) examined the Wechsler cognitive profile 
of ’non-retarded’ autistic children and schizophrenic children. In this study each 
subject was given the WISC-R and the scores employed for comparison were the 
three-factor Kauffman (1979) scores, that is "verbal comprehension", "perceptual 
organization" and "freedom from distractibility". The analysis revealed that autistic 
and schizophrenic children did not significantly differ on the verbal comprehension 
and perceptual organization factors but that the schizophrenic children had 
significantly lower scores on the freedom from distraction factor than the autistic
247
children. Within-group statistical analysis found that the autistic children had 
significantly higher scores on the perceptual organisation factor than they did on 
the verbal comprehension factor.
Table 2
Scaled scores for sub-tests of the Wechsler Scales fWAIS") for subjects diagnosed 
Asperger's Syndrome
Szatmari e t  
a l .  (1 9 9 0 )  
n=26
Bowler
(1 9 9 2 )
n=15
Bowman 
( 1 9 8 8 )  n=1 
p a t i e n t  K 
( a )
Baron-  
Cohen 
( 1 9 8 8 )  n=1 
( b )
Average o f  
th e  two c a s e  
s t u d i e s  
( a ) ( b )
Comprehension 6 .3 1  ( 1 ) 6 ( 1 ) 9  ( 2 ) 6 ( 1 ) 7 . 5  ( 1 )
V ocab u lary 8 . 1 4  ( 3 ) 7 . 1 3  ( 2 ) 13 ( 4 ) 11 ( 4 ) 12 ( 4 )
A r i t h m e t i c 7 . 6 6  ( 2 ) 7 . 2 0  ( 3 ) 8 ( 1 ) 8  ( 2 . 5 ) 8 ( 2 )
D i g i t  Span 8 .4 1  ( 4 ) 9 . 3 3  ( 5 ) . 9  ( 3 )
S i m i l a r i t i e s 8 . 5 0  ( 5 ) 8 . 6 0  ( 4 ) 12 ( 3 ) 9 ( 3 ) 1 0 .5  ( 3 )
P i c t u r e
Arrangement
8 . 4 4  ( 3 ) 6 . 8 7  ( 2 ) 8 ( 2 ) 5 ( 2 ) 6 . 5  ( 1 )
P i c t u r e
c o m p le t io n
7 . 6 9  ( 1 ) 8 . 1 3  ( 4 ) 12 ( 4 ) 3 ( 1 ) 7 . 5  ( 2 )
O b je c t  Assem bly 8 . 1 4  ( 2 ) 7 . 8 7  ( 3 ) 11 ( 3 ) 7  ( 4 ) 9 ( 3 )
B lo ck  D e s ig n 8 . 9 2  ( 4 ) 1 0 .1 3  ( 5 ) 15 ( 5 ) 6 ( 3 . 5 ) 1 0 .5  ( 4 )
D i g i t  Symbol 6 . 6 7  ( 1 ) 4 ( 1 ) 6  ( 3 . 5 )
V erbal IQ 8 5 . 8 8 7 .2 0  sd  
13 .01
92
Perform ance IQ 8 7 . 8 8 8 .1 3  s d  
1 6 .6 9
69
Rank o rd er  g iv e n  in  p a r e n t h e s i s .
An important question is whether the pattern of Wechsler tests scores found with 
autistic subjects is similar for those with A.S. An extensive study by Szatmari et 
al. (1990) addressed this issue. As shown in table 2, Szatmari subjects, did least 
well on Comprehension within the verbal tests, and were most successful on Block
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Design within the Performance Tests. Bowler (1992) records veiy similar results 
to those of Szatmari (as do two case studies) - see table 2. These results of 
relatively poor comprehension sub-test score and relatively good Block Design are 
consistent with studies of Wechsler scores of autistic. Szatmari made a detailed 
examination of the similarities and differences of subjects with autism and A.S. on 
neuro-cognitive measures. Three diagnostic groups, A.S., autistic and out patient 
controls, were compared on the Wechsler tests (WISC-R). The Wechsler 
Intelligence sub-test scaled scores were not significantly different between the A.S. 
and autistic group but were different to the controls.
However, recent work by Pomeroy et al (1991) and Ozonoff c/ al (1991) provide 
evidence that HFA and A.S. do differ on neuro-cognitive deficits. Ozonoff found 
that spatial skills were best developed skills in the HFA group (which is entirely 
consistent with prior research). However, this was certainly not true for the A.S. 
subjects who had poor spatial skills. The A.S. group performed significantly better 
than the HFA group on verbal memory tests.
Ozonoff et al (1991) further compared A.S. and HFA on tests that measure 
cognitive functions in areas that have been hypothesised to be central to 
difficulties experienced by patients diagnosed as having an autistic disorder. Two 
cognitive functions were examined: "theoiy of mind" and "executive function". 
Theory of mind relates to the capacity to infer mental states of others (eg 
intentions, beliefs, desires). Executive function refers to the ability to maintain an 
appropriate problem-solving set for the attainment of future goals, including
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processes such as planning, impulse control, inhibition of prepotent but irrelevant 
responses, organized search and flexibility of though and action. The A.S. subjects 
relative to controls showed no deficits in theory of mind whereas the HFA had 
significant deficits (Ozonoff et al 1991). The A.S. did, however, show consistent 
deficits on the tests of executive function, measured using Tower of Hanoi 
(Shallice, 1982) and Wisconsin Card sort test (Grant and Berg, 1948). The HFA 
had similar deficits on the executive function tests. Deficits on executive function 
for HFA subjects has been demonstrated in other studies (eg Rumsey and 
Hamburger, 1988).
In summary, the various studies of cognitive strengths and weaknesses in A.S. have 
shown:-
(a) that only some patients have visuo-spatial skills superior to their verbal 
comprehension. This contrasts with the consistent finding of relatively intact 
visuo-spatial skills with poor comprehension in autism.
(b) that A.S. have deficits in executive function (as do HFA)
(c) that A.S subjects are able to pass theory of mind tasks (unlike subjects with 
autism)
(d) that A.S. subjects seem to consistently do least well on Picture Arrangement 
in the Performance Test of the Wechsler scales.
In neurological patients, deficits on Wisconsin Card Sorting Test are strongly 
suggestive of frontal lobe dysfunction and pathology. However, the dysfunction 
can arise from subcortical pathology. Poor attainment on Picture Arrangement
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on the Wechsler scales is likely to be associated with right temporal lobe damage 
(Dodrill and Wilkus,1976), but can also arise from frontal dysfunction. Poor 
Picture Arrangement was a feature of many of the studies shown in table 1 and 
2 ie both autistic and A.S. subjects.
1.11 TREATMENT OF ASPERGER'S SYNDROME
There is no empiric data of effective treatment for A.S. (Szatmari, 1991). 
However, in view of the argument that A.S. represents a sub-type on the autistic 
continuum, management that has proved most effective with clients with autism 
is likely to be the best option. Briefly this suggests that psychological intervention, 
should take a skills training or psychoeducational approach rather than an insight 
approach. Intervention may include training in socialization, communication and 
controlling aggressive behaviour. It may be possible to teach cognitive skills to 
monitor and modify inappropriate social behaviour (Szatmari, 1991). Poor self­
esteem may respond to a concrete problem-solving based approach.
Dewey (1991) emphasis the use of positive reinforcement programmes for clients 
with A.S.. Management of clients with autism suggest that structure to the day and 
clear rules is most effective in reducing disruptive or challenging behaviour. Staff 
need to be aware that the client with A.S. may have difficulties in comprehension 
of instructions. Staff can easily over-estimate the clients comprehension, failing 
to recognise that this aspect of their functioning is not in keeping with other 
domains of their intelligence.
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2 SUMMARY OF RELEVANT LITERATURE
AS. is conceptualized as a sub-type on an autistic continuum. Its clinical features 
include impairment in reciprocal social interaction; narrow "special interests"; and 
difficulties in the use of language. What stands out as different from infantile 
autism is the superficially normal early language development. The clinical 
features of AS. overlap with those of Schizoid Personality Disorder and 
Schizotypical Personality Disorder. However, since A.S. is a developmental 
disorder, features will be discernable from childhood. In addition the problems 
found in A.S. are of particular learning difficulties including and especially the 
learning of social rules. These learning difficulties or cognitive deficits arise 
largely from organic constraints (genetic and neurological).
Athough some studies have found A.S. to have a fairly consistent pattern on 
neuro-cognitive psychological tests other studies show different results.
Case studies (Mawson et al, 1985; Baron-Cohen, 1988; Everall and Lecouteur, 
1990) suggest that some adults in psychiatric services, being treated for problems 
of violence are suffering from AS. but that this diagnosis is not made in view of 
its association with childhood disorder. It is suggested that the violent behaviour 
may be largely explained by the learning difficulties or cognitive deficits found in 
AS.
The prevalence of AS. in the community is estimates to be 10 - 26 per 10,000 
(Gillberg and Gillberg, 1989). The syndrome is largely a male disorder and in
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Gillberg and Gillberg study 8 out of 10 were male. The prevalence of A.S. in 
secure settings has not been examined before.
Correct identification of individuals with A.S. is important because of the 
implication for treatment/management.
3.1 PURPOSE AND AIMS OF PRESENT STUDY
In reporting their case study (Broadmoor patient) Mawson et al (1985) 
hypothesised that A.S. and violent behaviour is more common than has been 
recognized. They suggest that there may be many violent individuals, 
unrecognized as suffering from A.S., living in various long-term institutions.
This study was conducted in Broadmoor Hospital (a Special Hospital) which 
provides for mentally disordered patients who need care and treatment in 
conditions of maximum security. Patients are admitted and detained in this 
hospital when their behaviour or mental status poses a considerable potential 
hazard to the general public. The majority of admissions to Broadmoor are as a 
result of criminal behaviour but patients are admitted when their challenging 
behaviour has reached crises point for less secure psychiatric facilities.
The principal aim of this project is to establish the prevalence of A.S. in male 
Broadmoor Hospital Patients. The study was restricted to examination of male 
patients in view of the fact that to-date A.S. has been found to be much more 
common in males. The published case studies indicate that an individual who
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reaches the criterion for AS. are likely to be "on file" as suffering another 
psychiatric condition, for example, schizophrenia or schizoid personality disorder. 
It is, therefore, hypothesised that cases meeting the diagnostic criteria for A.S. will 
have been misdiagnosed.
The study addresses whether psychometric profile of the WAIS can be helpful in 
discriminating AS. from other disorders.
The study employs the Screening Schedule for Autistic Behaviour (Wing and 
Gould, 1978) developed with a view to ’tapping’ the "autistic continuum". This 
instrument will be examined for its usefulness in the setting of a Special Hospital.
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3.2 METHOD
In order to identify patients who meet the criterion for A.S. the study had three 
stages as follows:-
Stage 1 This stage was a initial screening of the entire male patient population 
of Broadmoor Hospital.
Measures
All (392) current male patients psychology file was inspected. The reports held 
on patients file (social work, medical and psychology) were carefully read for 
every male patient. The inspection of the reports examined for any evidence of 
autistic-type behaviours in the following categories (a) Clumsy and ill-coordinated 
movement/odd posture; (b) Intense absorbtion in certain subjects; (c) obsessional; 
(d) stereotypic behaviour; (e) absence of friends/loner; (f) poor non-verbal 
communication; and (g) lack of empathy. These categories were coded ’yes’ or 
’no’. A patients who had 3 or more behaviours coded in these categories or a 
single coding of having ’an intense absorption in certain subjects’ was subject to 
stage 2 of the study.
Stage 2 A structured interview was employed with each of the key nurses for 
patients identified at stage 1.
Measure
The Screening Schedule for Autistic Behaviour (Appendix 1), which is a 
structured interview for use with key nursing staff or patients, was administered. 
This schedule is a part of the longer M.R.C. Handicap, Behaviour and Skills
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(HBS) structured interview schedule. Wing and Gould (1978) explain that the 
HBS schedule is a framework for systematically, eliciting, clinical information. 
The aim of the interview is to elicit enough information, in the form of examples 
of the subjects behaviour, for the interviewer to make a judgment as to the 
appropriate rating for each item. Wing and Gould (1978) employed the HBS in 
a study of 104 children and demonstrated a level of overall agreement between 
parent and professional informant of 70%.
Stage 3 Patients who gave their informed consent were interviewed by the 
investigator.
Measures
The interview included questions about their: interests/hobbies, how long they had 
had them; what their interests were as a child; how they get on with other 
patients. The interviewer noted: the tone or stress of the voice; facial expression; 
movement and gestures; frequency of gesture; mutual gaze. These categories of 
non-verbal behaviour were based on Tantum’s non-verbal rating scale (Tantum, 
1988).
Stage 2 and 3 were to provide sufficient information for a valid diagnosis of A.S. 
as per Gillberg and Gillberg’s (1989) diagnostic criteria (detailed in section 1.3).
Other measures
Wechsler test scores (WAIS) were collected from patients files. The rationale for
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collecting Wechsler sub-test scores was based on Szatmari et al (1990) work 
reviewed in the introduction (section 1.10), which suggested that both HFA and 
A.S. have a common characteristic profile on these scales. Szatmari et al (1990) 
claimed that their psychological test results were both sensitive and specific for 
subjects diagnosed as FDD (FDD equalled HFA and A.S. combined into one 
group).
4. RESULTS
The screening of the Broadmoor male patient population (392) (detailed under 
Section 3.2 method - stage 1) produced 17 cases for stage 2 and 3 of the study (ie 
interview of primary nurse and interview of the patient). Six patients refused to 
meet the investigator. However detailed information was obtained on all 17 cases 
via the interview of the nurse and examination of medical file.
Using all information collected (case records, nursing and patient interview) a 
diagnoses was made. From the 17 cases 6 patients met the criteria for A.S. as 
defined by the Gillberg and Gillberg diagnostic criteria. Another 3 patients were 
equivocal in that they met most of the criteria for A.S. The remaining 8 cases 
were clearly not A.S. The finding of 6 patients meeting the diagnostic criteria for 
A.S. represents a prevalence rate of 1.53 % for Broadmoor Hospital. If the 3 
cases that were equivocal for A.S. are included then the prevalence increases to 
2.29 %. Short case studies for both the clearly A.S. and the equivocal A.S. are 
presented in the appendix, as evidence of diagnosis. Table 3 provides a summary
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of features from the case studies.
Table 3 Summary of cases studies for patients who met criteria for A.S.
Case
No.
I .Q . N e u r o l o g i ­
c a l
d e f i c i t s
D eve lopm enta l
D i f f i c u l t i e s
S o c i a l
d i f f i c u l t i e s
S p e c i a l
i n t e r e s t
C h a l len g  
in g  beh .  
o f f e n s e
Current
f i l e
d i a g n o s i s
7 FS=113 
PI =94 
VI=123
EEG normal U nable  t o  
p r e t e n d .  
Monotonous  
v o i c e  n o te d  
from a g e  3 .
Touching  
p e o p l e s  h a i r  
a s  a c h i l d .  
Odd s o c i a l  
manner from  
ag e  5
p o i s o n s ,  
c h e m is t r y  
Water  
pi  p e s
Extreme
r e a c t i o n
t o
c e r t a i n
so u n d s ,
l e a d in g
t o
v i o l e n c e
O r ig in a l  
s c h i z o ­
p h r e n ia  
Now A .S .
5 FS=98 
PI=91 
V1103
V isu o -  
s p a t i a l  
d e f i c i t s  
i n t e r p r e t e d  
a s  problem s  
o f  r i g h t  
temporal  
l o b e .  EEG & 
CT Normal
D e la y ed
s p e e c h .
clum sy
I n d i s c r i m i n ­
a t e
a t ta c h m e n ts  
No co n c e p t  
o f
r e c i p r o c a l  
re  I .
R o t a ' s
c o l l e c t i n g
b o t t l e s
f i r e -
s e t t i n g
S ch izo p h -
rena
6 FS=111 
PI =97  
VI=121
EEG m ild  
a b n o r m a l i ty  
no f o c u s
R e p e t i t i v e
q u e s t i o n i n g
T ouching &
f o l l o w i n g
p e o p le
Reading  
Pop m usic  
F o o tb a l l  
But
s i n g u l a r l y
F e ig n in g
punches
s c h i z o i d
p e r s o n ­
a l i t y
3 FS=126
PI=125
VI=124
B r ia n  sc a n
i n d i c a t i n g
a tr o p h y  in
r i g h t
temporal
lo b e
D elayed
s p ee ch
I n t e n s e  o n e ­
s i d e d
a t ta c h m e n ts
M i l i t a r y .
C r y o g e n ic s
Wounding
w ith
i n t e n t .
E r o to ­
mania
P sy c h o ­
p a t h i c
d i s o r d e r
4 Abnormal 
EEG - R ight  
H. No 
e p i l e t i c  
f o c u s .
Loner M a tte r s
s c i e n t i f i c
Murder
C o l l e c t i n g
Maps
U nlawful
k i l l i n g
S c h i z o i d  
p e r s o n a l i  
ty
2 Lacked  
i n t e r e s t  in  
communication  
though b a b b le  
& g e s t u r e
O n e - s id e d  
r e l . No 
r e c i p r o c i t y
Ohm's Law
M a r t ia l
a r t s
T r e a ts  
t o  k i l l
A .S .
FS=FulI S c a l e  IQ; PI=Perform ance IQ;VI=Verbal IQ
The validity of the Screening Schedule for Autistic Behaviour was examined. The 
schedule has 16 scales; the scales have various ranges. The technique of 
multidimensional scaling(MSA) was applied to the data collected by this screening 
schedule. The MSA aims to create a geometrical representation of multivariate 
distributions, taking into account the interrelation among the measures/scales. In
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measures/scales. In essence it produces a configuration in two dimensions which 
illustrate the manner in which the 17 subjects relate to one another - see figure
1. In non-metric MSA, the axes or dimensions are essentially arbitrary, thus, 
interpretation is based on the spatial proximity of the subject to one another. To 
demonstrate the existence of basic groupings of subjects in figure 1 a priori 
groupings of patients using the Gillberg and Gillberg diagnostic criteria (the "gold- 
standard" of A.S.) were applied. These groupings were: (1) subjects who clearly 
met the criteria for A.S.; (2) subjects who were equivocal meeting some of the 
criteria and (3) those who clearly did not meet criteria for A.S.
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Figure 1 Multidimensional Scaling of the Screening Schedule for Autistic Behaviour for 17 
patients.
MSA1 PROCEDURE (LINGOES, 1976)  PLANER PARTITIONING
The subjects fall into 3 distinct areas of space on the MSA such that in figure 1 the top 
segment includes the 6 patients who meet Gillberg and Gillberg diagnosis. It is noteworthy 
that patient 7 at the top of figure 1 is the case already in the literature (Mawson et al.
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1985). The middle segment are those who may be considered equivocal for A.S. 
by the Gillberg and Gillberg criteria. The bottom segment is those subjects found 
to have few autistic behaviours.
The fact that figure 1 may be divided into spatial segments such that the A.S. 
patients are further away in space from the non-A.S. patients appears to confirm 
the consistency of the Screening Schedule for Autistic Behaviour with the Gillberg 
and Gillberg criteria.
4.1 The Multidimensional Scaling of the Screening Schedule for Autistic 
Behaviour.
The multidimensional Scaling of the Autistic Screening Schedule for Autistic 
Behaviour provides a measure of how each scale contributed to the discrimination 
of the three groups of cases (ie the A.S., the equivocal A.S. and the non-A.S.). 
Each figure below represents one scale of the Autistic Screening Schedule for 
Autistic Behaviours. The title of each figure corresponds to the headings provided 
in the manual of the Autistic Screening Schedule. The figures’ demonstrate the 
contribution of a particular scale to the overall distribution. The greater the 
variation in the magnitude of the number across the space the more that scale 
contributed, ie if all the numbers in the figure are one then that scale did not 
discriminate.
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1.1 Social interaction
2
2
1 -3  (C ase  4 )
-1 -1
1
2
2
-3
3
3  -3
3  3
•4  4
This scales discriminated the A.S. and the equivocal A.S. from the non - A.S. cases. 
However, it did not discriminate the A.S. cases from the equivocal A.S. cases. It is 
interesting to note that case 4 is an exception having a high score on social interaction. 
Overall the discrimination is unequivocal.
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1.2 Response in group
-2
-3
2 2 
-3  -2
1
2
2
-3
2
3 -2
3 -3
- 4  4
This scale added little to the discrimination of the three patient groups of A.S., equivocal 
for AS. and non - AS. suggesting that poor response in groups is not unique to A.S.
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n.l Willingness to communicate
This scale did not discriminate the three groups of cases.
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IL2 Eve Contact
- 3  (C a se  5 )
This scale may be described as being fairly good at discriminating the three groups. The 
cases in the lower segment on the figure show consistently more eye-contact. The only 
exception being case 5 who also scored quite highly for eye contact.
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IL3 Social Eve Contact
This scales discriminated the AS. and the equivocal AS. from the non - AS. cases. 
However, it did not discriminate the AS. from the equivocal.
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m.l Immediate Echolalia.
This scale did not discriminate case from case
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ni.2 Delayed Echolalia
This scale did not discriminate case from case
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III.3 Pronoun Reversal
This scale did not discriminate cases
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in.4 Repetitive Speech
This scale clearly discriminate the non - A.S. cases from the other two groups ie the A.S. 
and the patients equivocal for A.S..
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m.5 Tone of Voice
- i
-2
-1 -2
This scale does not discriminate the groups of cases
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IV.2 Stereotyped interest
i
2 2 
1 -2
-1
-2
-3
3
2 2
This scale is not a strong discriminator of the cases, although overall cases towards the top 
of the figure have lower scores than those towards the bottom.
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V.l Repetitive Body Movements
i
-2
2
-2
1
1
2 -2
2 2
2 2
This scale was an effective discriminator. The middle group (the equivocal A.S.) are 
discriminated from both other groups of cases.
273
V.2 Manip. Object
Only the two patients at the top of the figure have different scores on this scale from the 
other patients. Therefore, this scale is a poor discriminator.
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V.3 Skilful Repetition
1
i
This scale did not discriminate the cases, with all patients receiving the same result.
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V.4 Routines/Rituals.
1
- i
-2
2
-2
This scale discriminated the cases in the bottom section (non - A.S) of the figure from the 
other two sections. Thus, the scale was a good discriminator.
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V.5 Dislike of Change
This scale discriminated the non - A.S. group (bottom segment) from the two problem 
groups (A.S. and those equivocal for A.S.).
277
4.1 Summary of which scales in the Screening Schedule for Autistic Behaviour 
discriminated A.S. cases from non - A.S. cases.
Only half of the scales in the Screening Schedule for Autistic Behaviours 
discriminated the patients with A.S. from the non - A.S. cases, as shown below:-
a) scales that discriminated
LI Quality of Social Interaction
11.2 Eye-contact
11.3 Social Use of Eye-contact
111.4 Repetitive Speech
IV.2 Stereotyped Play or Imaginative Activities
V.l Repetitive Boy Movements 
V.4 Routines/Rituals
V.5 Dislike of Change in Normal Routine
b) scales that did not discriminate
I.2 Response in Group Activity
II. 1 Willingness to Communicate
III.l Immediate Echolalia
111.2 Delayed Echolalia
111.3 Reversal of Pronouns
111.5 Tone of Voice
V.2 Repetitive Manipulation of Objects 
V.3 Skilful Repetitive Activities 
It can be seen that within the communication section of the schedule 4 of the 5
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scales did not discriminate the cases.
4.2 The Wechsler CWAIS1 test profile
Out of 392 male patients by WAIS scores produced 51 cases where the Block 
Design score was greater than the Comprehension by 3 or more scaled points. 
However, examination of these patients files showed, in the majority of cases, no 
evidence of A.S. Therefore, WAIS scores were abandoned as a screening.
The WAIS profiles of the A.S. cases and the cases equivocal for A.S. are 
presented in table 4.
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Table 4
Scaled scores for sub-tests of the WAIS for patients found to be A.S. or equivocal 
for A.S.
C a ses  m e e t in g  c r i t e r i a  f o r  A sperger  
Syndrome
C ases  e q u iv o c a l  f o r  A sperger  
Syndrome
Case
No.
7 5 3 2 6 4 mean 8 1 17 mean
Comp 10 9 14 15 12
( 1 . 5 )
11 10 9 10 ( 1 )
Voc 15 13 17 13 1 4 .5
( 5 )
10 15 11 12 ( 4 )
A r i th 13 9 12 15 1 2 .2 5
( 3 )
9 16 9 1 1 .3 3
( 2 . 5 )
D i g i t
Symbol
11 10 11 16 12
( 1 . 5 )
15 10 9 1 1 .3 3
( 2 . 5 )
Sim 15 9 16 11 1 2 .7 5
( 4 )
10 16 11 1 2 .3 3
( 5 )
P i e t
Arrang
6 10 12 13 1 0 .2 5
( 3 )
6 11 6 7 . 6
( 1 )
P i c .
Comp
11 5 14 6 9  ( 2 ) 8 16 7 1 0 .3 3
( 3 . 5 )
O b je c t
Assem.
8 10 18 6 1 0 .5
( 4 )
5 16 10 1 0 .3 3
( 3 . 5 )
B lock
D e s ig n
11 10 15 11 1 1 .7 5
( 5 )
7 15 12 1 1 .3 3
( 5 )
D i g i t
Symbol
4 9 11 11 8 .7 5
( 1 )
7 15 8 10 ( 2 )
V IQ 118 103 124 121 105 123 97
P IQ 92 91 125 97 77 131 91
FSIO 113 98 126 111 93 128 94 95
WAIS r e s u l t s  on C ases  2 and 4 were not  a v a i l a b l e  and i t  was no t  p o s s i b l e  t o  t e s t  them f o r  t h i s  
r e s e a r c h
Rank or d e r  g i v e n  in  p a r e n t h e s i s
Examination of table 4 shows that the overall pattern of the mean scaled scores 
are consistent with the results reported in the literature (see table 2 section 1.10). 
For A.S. cases the means for Comprehension and Digit Span were the lowest
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ranking of the sub-test means. The cases considered equivocal for A.S. also had 
Comprehension ranked lowest. For both the A.S. group and the A.S. equivocal 
group the mean for Block Design is ranked highest.
Examination of the sub-test scores for individual cases shows that the expected 
pattern of high Block Design and low Comprehension is not a consistent finding 
across all cases. For example, case 6 achieved a higher score on Block Design 
than on Comprehension. Since the standard deviation of the individual sub-test 
of the WAIS is three, it is usual to consider of no significance discrepancy of less 
than 3 between sub-tests. For some cases reported in table 4 (cases 3 , 5 , 7 )  the 
difference between the sub-test is less than three points.
5. Discussion
Six patients from the total male patient population of Broadmoor Special Hospital 
were found who met the Gillberg and Gillberg (1989) criteria for A.S.. This 
represents a prevalence rate of 1.53%. Gillberg and Gillberg (1989) estimated a 
frequency of A.S. in the community (Goteborg) of 10 - 26 per 10,000 which is a 
maximum of 0.26%. Clearly the prevalence in this Broadmoor study of A.S. is 
much greater than that found in the community by Gillberg and Gillberg (1989). 
This is an interesting finding and might be interpreted as support for Mawson et 
al (1985) who speculated that an "association between A.S. and violent behaviour 
is more common than has been recognized and that more such individuals are to 
be found in long-term care institutions of various sorts "(p 569). However, the
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finding of a higher prevalence rate of A.S. in Broadmoor Hospital than in the 
community does not prove that there is a link between A.S. and violence. Indeed, 
it may only demonstrate that there is a greater number of A.S. individuals to be 
identified in institutions than in the community. What is needed to test the 
possibility that A.S. may be more common in any psychiatric facility, regardless of 
whether it provides for dangerous or violent patients, is a prevalence study in 
institution not catering for individuals considered dangerous. To ascertain how 
frequently violence co-occurs with A.S. it would be useful if prevalence studies in 
the community accurately record the frequency that violent behaviour occurs with 
A.S.
Patients detained in Special Hospitals are not necessarily violent but rather may 
be considered dangerous due to their actions, for example an offense of arson is 
considered dangerous but does not involve physical violence. The consideration 
that violence and dangerousness may not be always synonymous means that it can 
not be concluded that the prevalence of A.S. in secure settings necessarily reflects 
any clear association between the syndrome and violence. Of the six men found 
to have A S. three had been physically violent, one had committed arson, and the 
remaining two present with challenging behaviour taking the form of threats to 
injure and aggressive behaviour on the wards (feigning punches).
Diagnosis held on file for the six cases found to fit the criteria for A.S. showed 
that only two had been diagnosed A.S. In the other 4 cases, one had the diagnosis 
of schizophrenia, two schizoid personality disorder and one psychopathic disorder.
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This finding supports Mawson et al (1985) who suggest that A.S. is not always 
recognized and is in keeping with the suggestion that Adult services are not 
sensitive to the detection of disorders normally associated with children, ie 
developmental disorders.
The finding of two of the six patients with A.S. having been given diagnosis of 
Schizoid Personality Disorder is not surprising given the overlap between A.S. and 
schizoid. They can be considered A.S. rather than schizoid because of their, 
’special interests’, use of language, motor clumsiness and developmental 
abnormalities.
A.S. is a more appropriate and useful diagnosis for these cases. An individual 
diagnosed A.S. requires different management and treatment from a patient with 
Schizoid Personality Disorder. Management of people with A.S. needs to 
recognise their particular learning difficulties (or specific cognitive deficits). The 
most effective management and treatment for A.S. is likely to follow that found 
to be effective with individuals with autism, as described in the introduction.
Ghaziuddin et al. (1991) suggested that, because only a small number of case 
studies reporting on the syndrome have also reported of violent behaviour, any 
association between violence and A.S. could have arisen by chance. This present 
study indicates that A.S. is often over looked as a diagnosis in Special Hospitals. 
If this is a pattern throughout forensic services then it might explain why so few
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cases of violence and AS. have been published.
Although violence may not be common in AS. it is still possible that when 
violence is present it relates to the deficits found in the disorder. This is similar 
to the fact that the majority of schizophrenics are not seriously violent, yet in 
those that are, the illness is important in producing such behaviour.
In the six cases of AS. identified in this study of a Special Hospital, in only one 
case (Case 4) was there an obvious link between the patients special interest 
(Murder Books/statistics etc) and his offending. In one of the other cases (as 
reported by Mawson et a l, 1985) the special interest - poisons - contributed to an 
assessment of dangerousness.
In three cases the patient is reported to make grossly inappropriate attachments 
to people, for example following and touching female staff (Case 6) and intense 
one-sided attachments (Case 3). This feature of their behaviour has contributed 
to the view that they need care in secure accommodation.
In all six cases, lack of empathy was recorded in one form or another in patients’ 
files. However, whether this shortfall is any greater than that found in the general 
Broadmoor population must remain a question for future research. It would be 
of value to ascertain if the A.S. patients have greater difficulty in perspective- 
taking and empathy (as is suggested in the literature) than non-A.S. forensic 
patients. It would also be of value to assess the patients’ development of greater
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empathy in treatment. The A.S. literature suggest that the deficits in such skills 
arise from organic constraints rather than faulty upbringing.
The suggestion that violent behaviour might arise as an extreme reaction to 
idiosyncratic stimuli in A.S. was examined through the short case studies. In this 
sample only the patient reported by Mawson et al (1985) was highly sensitive to 
specific stimuli, which he finds so aversive that he has employed violence to 
remove it.
Future research in forensic patients with A.S. might make a more detailed test of 
how, the deficits in social cognition (including empathy), the special interests, and 
the reactions to highly idiosyncratic stimuli, link with offending behaviour. There 
is also a need to establish that patients with A.S. have either greater or different 
difficulties in empathy to the "average" forensic patient.
It is interesting that in four out of the six cases identified as having A.S., 
neurological problems are suggested. In a fifth patient (case 7) the discrepancy 
in Verbal IQ and Performance IQ may be suggestive of some organic component. 
The final case (case 2) is a newly admitted patient, and EEG and brain scans have 
not been carried out. In three of the cases the neurological difficulties are 
considered to be right-hemisphere, and specifically temporal lobe in two of these 
patients. It is interesting that the recording of neurological problems in these 
cases are consistent with right hemisphere (possible temporal lobe) theories of 
A.S.
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The multidimensional scaling analysis of the data from the Autistic Screening 
Schedule, which produced a geometrical representation of how the patients profile 
relate to one another, can be interpreted as support of the Wing and Gould 
(1979) argument that there is an autistic continuum. The autistic continuum as 
described in the introduction describes that individuals vary in degree of 
impairment in communication, socialization and restricted behaviour /interests but 
all show impairment in reciprocal social interaction. The idea of a continuum 
suggest that people with A.S. and people with classical autism represent sub-sets 
of a larger population of people with social impairment (Bowler, 1992). The six 
cases found to fulfil the criteria for A.S. can be viewed as a sub-set of a group 
having social impairment. Those in the category labelled equivocal, are also 
socially impaired.
The multidimensional scaling of the Autistic Screening Schedule found that the 
language scales did not discriminate the A.S. from non-A.S. The language scales 
of the Autistic Screening Schedule seem to assess only the most serious language 
difficulties such as echolalia (often seen in children on the autistic continuum). 
When attempting to diagnosis A.S. in an adult setting it seems that the examiner 
must look more for evidence of pedantic and long-winded use of language. 
Perhaps a new scale could be developed (and added to the Autistic Screening 
Schedule) to cover these feature of the adult A.S.'s use of language.
Many patients in Broadmoor Special Hospital had WAIS profiles consisting of
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superior Block Design (visuo-spatial) and poor Comprehension. Thus, it was 
found that the WAIS was not useful in distinguishing A.S. from other conditions. 
Future research might examine if the group of patients with superior Block Design 
and poor Comprehension show a particular or common type of social impairment.
Although the mean WAIS sub-test profile of the AS. cases and the cases 
considered equivocal for the syndrome are consistent with results in the literature 
(Szatmari et a l, 1990, Bowler, 1992) - ie poor Comprehension and relatively good 
Block Design - examination of the scores for individual patients, indicated that the 
profile is not robust, with individual departing from the expected pattern. This 
finding casts some doubt on Szatmari et al (1990) claim that psychological tests 
are both sensitive and specific for subjects diagnosed FDD (FDD equals HFA and 
AS. combined into one group).
Conclusion
Although only a very small number of mentally disordered patients were 
unequivocally found to suffer from A.S. their identification and correct diagnosis 
is important because of the implications for management and treatment. Future 
research on AS. in secure settings might examine how the learning difficulties 
intrinsic to the disorder link or give rise to violence or dangerous behaviour. The 
likely role of deficits in empathy in the violent or dangerous behaviour of 
individuals with AS. suggests an important target for future research and 
treatment.
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THE SCREENING SCHEDULE
PURPOSE
The autistic spectrum of disorders (classic syndrome described by Kanner and 
related conditions in which ’autistic feature’ occur) are defined by certain 
abnormalities of behaviour. These vary in their overt manifestation, but they 
must be present for the diagnosis to be made. In the great majority of cases there 
is also a varying degree of developmental delay, as shown on standard tests, but 
this is not always present.
The Screening Schedule is designed to help you identify those abnormalities of 
behaviour which are most characteristic in children and adults with autism or 
related conditions. It can be used to screen children or adults referred to you for 
learning or behavioral problems. If the person concerned shows any of the 
behavioral abnormalities listed, he or she can be referred to a specialist in the 
field for a detailed diagnosis.
This Schedule is not, on its own, a tool for diagnosis or comprehensive assessment. 
A full assessment should include a detailed family and personal history, 
investigation of cognitive, language, motor and self-help skills, a checking of vision 
and hearing and a full neurological and physical examination and any special tests 
such as EEG which might be indicated.
It is important to note that the autistic spectrum of disorders can be associated 
with any other type of physical or psychological handicap, so finding a physical, 
sensory or learning disorder does not automatically exclude the possibility of 
autism.
The Schedule should be used only by people who have been trained in its
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administration.37
DESCRIPTION
The Schedule has five main sections covering aspects of social behaviour, 
communication, imaginative activities, and repetitive behaviour. There are a 
varying number of items in each section. For each item, there is a rating scale, 
with the lowest number representing the more abnormal behaviour. For ease of 
administration, the ratings are entered on the rating sheet during the interview 
and later transferred on to the profile chart.
37T h e  a u t h o r  w a s  t r a i n e d  i n  t h e  a d m i n i s t r a t i o n  o f  t h i s  
s c h e d u l e  b y  D r  A  S h a h  ( P r i n c i p a l  C l i n i c a l  P s y c h o l o g i s t ,  L i f e c a r e  
NHS T r u s t )
ADMINISTRATION
The rating are made on the basis of information obtained a) from an informant 
who knows the person well, usually a parent, teacher or care staff; b) from direct 
observation of the person in his usual surroundings; and c) from direct observation 
of the way the person responds during psychological testing and his strategies for 
problem solving.
When obtaining information form an informant, the schedule should be used as 
a semi-structured interview, not as a rigid questionnaire or check-list. The 
informant should be questioned, using phrases that he or she can understand, in 
order to establish how the person functions or behaves. The questions should be 
rephrased until it is quite clear that an accurate description has been obtained.
The rater makes his final rating from a review of all the evidence collected from 
the sources mentioned above. If there are major discrepancies between the 
information obtained in different ways, further observation and discussion with 
one or more informant usually resolves the problem.
The rating sheet provided is used to make notes concerning each item and to 
record the final rating. The profile chart gives a visual picture of the pattern of 
behaviour. Instruction for using and interpreting the profile chart are given in the 
appendix.
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SCREENING SCHEDULE
LIST OF SECTIONS 
L Social behaviour
1. Quality of Social Interaction
2. Response in Group Activity/Play
II. Communication - interest
1. Willingness to Communicate
2. Eye-contact
3. Social Use of Eye-contact
III. Communication - Abnormality
1. Immediate Echolalia
2. Delayed Echolalia
3. Reversal of Pronouns
4. Repetitive Speech
5. Tone of Voice
IV. Choice of Activities - Repetitive 
1. Pretend Play - Children only 
^Stereotyped Play or Imaginative Activities
V. Choice of Activities - Repetitive
1. Repetitive Body Movements
2. Repetitive Manipulation of Objects
3. Skilful Repetitive Activities
4. Routines/Rituals
5.Dislike of Change in Normal Routine
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I.SOCIAL BEHAVIOUR
1.1 Quality of Social Interaction 
Instructions
Choose one of the ratings on the following page which best describes the person 
on the basis of information obtained from an informant who knows the person 
well, and from direct observation of the subject. Rate on behaviour within own 
social group, not only with staff or parents or well known care-givers.
Questions
-Is he friendly with his age peers?
-Does he make the first approach?
-Does he join in actively or passively?
-If he is left alone, does he seek out company or is he quite content to be by 
himself, even for long periods of time?
-Is he friendly to staff?
-Does he go to people he knows but ignore strangers?
Observations 
On approaching
-Does he look up and smile and make some greeting?
-Does he give a brief smile and then ignore you?
-Does he give a rapid glance and then look away?
-Does he stare blankly?
-Does he show distress or shrink from approach?
In Conversation
-Does he respond when spoke to?
-Does he sustain or quickly lose interest?
-Is the ’conversation’ one sided and repetitive?
-Does he ignore conversation?
-Is he angry or distressed when spoken to?
-When with a group of people who are conversing, do his eyes move from one 
person to another as each takes up the conversation?
1.1 RATINGS
0 Does not interact - aloof and indifferent.
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1 Interacts to obtain needs only, otherwise indifferent.
2 Responds to (and may initiate) Physical contact only - including rough and
tumble games, chasing, cuddling, etc
3 Generally does not initiate,but responds to social (not just physical) contact,
if others, including age peers make approaches. Joins in passively, eg as baby
in game of mother and father, or , for adults in adult social situation. Tries to
copy, but with little understanding. Shows some pleasure in passive role
(unlike Groups 0, 1, 2, who move away once physical needs are salified).
4 Make social approaches actively, but these are usually inappropriate, naive,
peculiar, or bizarre - ’one sided’. The behaviour is not modified according
to needs, interests and response of person approaching.
5 Shy, but social contacts appropriate for mental age with well known people,
including age peers. Also use for children who refuse to talk to adults, but
interact with other children.
1
For older children and adults, this rating can be used for those who are not 
gregarious, but who can interact appropriately with people they like. Also use 
for those who have periods of social withdrawal due to psychiatric illness or 
moodiness, but who interact normally in between.
6 Social contact appropriate for mental age with children and adults. Looks
up with interests and smiles when approached. Responds to the ideas and
interests of people of similar mental age and contributes to the interaction. 
Non-mobile people without speech can show social interest by means of eye
contact, ’eye pointing’ and looking at people who talks to them.
1.2 Response in Group Activitv/Plav
Questions
- Is he happy to join in games or other leisure activities with age peers?
- Does he have to be pushed into them?
-Does he take a passive role in the activity or does he join in actively? 
Observation (in a group situation eg on the play ground)
-Is he playing with other people or is he alone?
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- Is he joining in with others in different games, or is he just playing the same 
game again and again, eg a game of chasing, or throwing a ball?
- If he is with age peers, is he taking a passive role or is he joining in actively?
- Is he enjoying participation?
- Is he participating only in games organized and supervised by an adult or is he 
participating in games organized by age peers?
1.2 RATINGS
0 Does not join in with age peers in group games
1.2 Response in Group Activitv/Plav 
Questions
Is he happy to join in games or other leisure activities with age 
peers?
Does he have to be pushed into them?
Does he take a passive role in the activity or does he join in 
actively?
Does he make contributions to the activity or does he follow others?
Observations (in a group situation, e.g. on the play ground?)
Is he playing with other people or is he alone?
Is he joining in with others in different games, or is he just playing 
the same game again and again, e.g. a game of chasing, or throwing 
a ball?
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If he is with age peers, is he taking a passive role or is he joining in 
actively?
Is he enjoying participation?
Is he participating only in games organised and supervised by an 
adult or is he participating in games organised by age peers?
1.2 Ratings
0 Does not join in with age peers in group games.
1 Will join in only if parent/staff insists and supervises.
2 Will join in, and continue to engage, if others initiate. Takes 
passive role.
3 Shy about joining in, but joins in actively with companions he knows 
well.
4 Joins in actively, appropriately for mental age.
NB: The person’s own activities should not be considered in above
rating, e.g. if he initiates a game of chasing but will not join in with 
others in a different game, rate 0 and make note.
II. COMMUNICATION - INTEREST
II. 1 Willingness to Communicate
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Questions/Observations
Does he enjoy trying to talk or communicate in any way with other 
people? (May use speech, gestures, signs, facial expression, 
babbling).
Does he try to get your attention in some way and initiate some 
communication?
Does he respond willingly if others initiate communication?
Does he respond only slightly or not at all if others initiate 
communication?
II. 1 Ratings
0 Never communicates in speech, or babbling, gurgling, facial 
expression, gesture, mime, eye contact, etc.
1 Communicates need only.
2 Minimal response if others initiate.
3 Willing response if others initiate communication.
4 Sometimes initiates communication.
5 Enjoys and frequently initiates communication with parents/staff, 
but not peers.
6 Shy in a group with strangers etc., but enjoys communicating when
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at ease (NB: different from 4).
7 Enjoys and initiates communication with peer group.
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11.2 Eye Contact - Use the following questions and observations for rating both
11.2 and II.3.
Questions
Does he make eye contact with everyday companions and also 
people he meets occasionally?
Does he make or break eye contact in a way that seems easy and 
normal?
Does he try to give messages with his eyes?
Observations
How easy is it to get him to look at you?
Does he make eye contact easily and naturally?
Does he stare rather than making and breaking eye contact?
11.2 Ratings
0 Usually avoids eye contact by covering eyes or turning whole body 
away.
1 Actively avoids eye contact or looks through others but occasionally 
makes contact in a brief glance.
2 Has a blank unfocussed stare - but no avoidance of eye contact.
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3 Has eye contact but timing is inappropriate.
4 Informant has no problem in obtaining normal eye contact with the 
subject.
NB: Eye contact occurs from about 3 weeks in the normal child.
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II.3 Social Use of Eve Contact
(For notes on questions and observations, see previous item).
II.3 Ratings
0 Does not use eye contact to help social interaction, convey 
information etc. Does not look when strangers enter a room. (This 
should be differentiated from the person with normal eye contact 
who sometimes does not look up because of total absorption in 
activities).
1 Looks at familiar people, for reassurance that actions are correct, 
or to check if being observed prior to some forbidden act. Does 
not usually look at strangers entering a room.
2 Uses eye contact to invite physical play, cuddling, asking for help 
etc.
3 Uses eye contact to share a joke or convey subtle social meanings. 
(If the person does not look at staff/unfamiliar people but has good 
eye contact with companions, rate on the latter).
III. COMMUNICATION - ABNORMALITIES
III.I Immediate Echolalia
Questions
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Have you ever heard him copying words or signs that other people 
have just spoken or used rather like a parrot?
How often does this occur?
111.1 Ratings
0 Marked (occurs daily)
1 Minor (occurs less than daily)
2 None (rarely or never)
111.2 Delayed Echolalia 
Questions
Does he tend to have certain words or phrases or signs that he uses 
over and over again? (Sometimes these are known to be words or 
phrases or signs used in the past by other people, but sometimes 
the source is unknown).
111.2 Ratings
0 Marked (occurs daily)
1 Minor (occurs less than daily)
2 None (rarely or never)
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111.3 Reversal of Pronouns
NB: Rate only if the person uses personal pronouns like ‘you’ and T.
Questions
Does he use words like ‘you’ and ‘I’?
Does he use them correctly?
Does he sometimes, often or always call himself ‘you’, ‘he’ or his 
own name, because he is using phrases copied from other people 
‘without modification’?
(e.g. 'Do you want a biscuit?" = "I want a biscuit"
"Johnny had better put on his coat" = "I must put on my
coat").
111.3 Ratings
0 Marked (occurs daily)
1 Minor (occurs less often than daily)
2 None (never or rarely)
111.4 Repetitive Speech
NB: Rate only if the person has enough speech to hold a ‘conversation’.
Questions
Does he tend to talk to you about the same things over and over 
again?
Does he ask the same questions repeatedly without seeming to take 
in the answer?
Does he revert to the same topic of conversation regardless of 
context?
Does he chatter a great deal but give little or no information?
Does he frequently make irrelevant remarks which recur in 
conversation for example, may talk incessantly about specific limited 
subjects?
Is his conversation varied and appropriate?
III.4 Ratings
0 Marked (speech always repetitive)
1 Minor (conversation partly repetitive, partly varied and appropriate)
2 None (no repetitive speech)
III.5 Tone of Voice
NB: Rate only if he has spoken phrases of two words or more.
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Questions
Does his voice have normal changes in tone and pitch?
Does his voice always sound the same, i.e. flat or monotonous?
Does his voice sound ‘mechanical’ i.e. do all phrases have exactly 
the same intonation as each other?
III.5 Ratings
0 Marked
1 Minor
2 No problem
IV. CHOICE OF ACTIVITIES - IMAGINATIVE
IV. 1 Pretend Play (use only with children)
Instructions
If the person has no play or other imaginative activities for any reason, 
code 0.
If the person is too old for pretend play, ask about past behaviour.
Only rate on spontaneous behaviour, not on play in structured test 
situations.
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Questions/Observations
Does he use toys to represent real objects, or pretend to be some 
else, alone or with other children?
Does he use objects such as bricks to represent other objects, e.g. 
does he use a brick to represent a car, and play with it as if it were 
a car?
Does he do this spontaneously without being instructed, or without 
copying other children?
Does he like ‘dressing-up’ games when children dress up and 
pretend to be other people such as a nurse, cowboy and so on?
IV. 1 Ratings
Approximate Mental 
Age Requirement
0 No play with model/miniature toys. 
(No interest in the function of trains, 
cars and dolls, although may handle 
them in the same way as any other 
objects).
1 year 6 months 1 Plays with real household equipment
using it for its real purpose - no 
interest in miniatures OR holds dolls, 
toy animals as if real, at least some of 
the time (hugs and kisses).
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1 year 6 months
to
2 year 6 months
Pushes toy trains and cars along floor 
as if real, makes appropriate noises - 
tucks doll in bed.
Will pour out and give pretend cup of 
tea to other person spontaneously.
Plays elaborate games with tea-set doll 
and bed, toy-garage, using them 
as if real.
Uses objects to represent other 
different objects, e.g. a brick as a car, 
rather
than a toy-car as a car.
3 to 4 years Plays make-believe games with other 
children. Pretends to be, e.g. a cowboy 
or nurse, using special dressing up 
clothes, with other children and with 
awareness of the dramatic role, not just 
putting on clothes, not just copying.
IV.2 Stereotyped Play or Imaginative Activities
NB: Only rate if the person has some relevant activity. For adults, adapt
questions to suit age and level of function.
Questions/Observations
Does he play (or draw or invent stories etc.) in different ways or
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does he have just a few very special interests only, such as loading 
and unloading a toy truck, continually ironing etc.
Does he play at batman, for example, repeatedly.
Does he talk repeatedly about one theme, e.g. science-fiction, etc.
IV.2 Ratings
0 Imaginative activities confined to making models or drawings of
same object(s). Does not play with models. No action in, or stories 
told about drawings (e.g. draws series of identical dolls, cars, etc.).
1 Has imaginative activities but limited to one or two themes which 
recur over and over again, e.g. putting a doll to bed, loading and 
unloading a truck, acting batman, drawing, modelling and acting out 
symbolic but repetitive themes (e.g. draws lively scenes of 
aeroplanes crashing with much action and detail). These activities 
are not modified by suggestions from others. They do not develop 
in complexity nor incorporate new themes - though one theme may 
be replaced by another after a time (e.g. from batman to he-man).
2 Minor problems - a bit repetitive but some flexibility.
3 Has imaginative activities appropriate for mental age.
V. CHOICE OF ACTIVITIES - REPETITIVE
V.l Repetitive Body Movements
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Questions/Observations
Does he show any of the behaviours listed below, more than normal 
age peers?
a) jumping with excitement
b) unusual movements of hands or arms e.g. flapping
c) spinning
d) tip-toe walking
e) self-injurious movements such as eye-poking, wrist or hand
biting, chest banging
f) other odd bodily movements
V.l Ratings
0 Marked (occurs daily)
1 Minor (occurs less than daily)
2 No problem (never occurs)
V.2 Repetitive Manipulation of Objects 
Questions/Observations
Does he show any of the behaviours listed below in a repetitive 
way?
a) flicking things like pieces of string, sticks
b) tapping two objects together
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c) rolling pieces of cotton in his fingers
d) pushing toys to and fro without any real pretend play
e) twisting and turning objects in his hands
f) gazing at lights
g) listening to simple sounds
h) feeling surfaces
i) mouthing objects
j) other repetitive use of objects or sensory stimuli
V.2 Ratings
0 Marked
1 Minor
2 No problem
V.3 Skilful Repetitive Activities
Questions/Observations
Does he have any repetitive activity requiring some skill? 
Examples:-
a) arranging objects in lines/patterns
b) 'collecting' any type of object for no apparent purpose
c) fascination with train time-tables
d) copying extracts from catalogues
e) observing and/or noting car number plates
f) intense interest in and talking about a specific subject,
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such as physics, the weather, species of birds, a particular
person
g) calculations of calendar dates
h) listening to records and cassettes over and over again, 
perhaps selecting the same short passage each time, 
etc., etc.
V.3 Ratings
0 Marked
1 Minor
2 No problem
V.4 Routines/Rituals
Questions/Observations
Does he have some special routines/rituals which he has invented? 
Examples:-
a) tapping on chair before sitting down
b) standing up and turning round several times during each meal
c) intense attachment to one particular toy or object which is
carried everywhere
V.4 Ratings
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0 Marked
1 Minor
2 No problem
V.5 Dislike of Change in the Normal Routine 
Questions/Observations
Is he abnormally distressed if everyday routines are changed? 
Examples:-
a) sequence of dressing
b) sitting on same chair at table
c) route taken to familiar places
d) arrangement of ornaments or furniture
e) a detailed bedtime ritual
V.5 Ratings
0 Marked
1 Minor
2 No problem
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Appendix X
Short cases studies of patients identified as having A.S.
Case 5
Case 5 is a 32 year old man. He was born one month premature and had feeding 
difficulties and delayed speech. Records are of case 5 being a clumsy child with 
erratic movement. Prior to school age, he developed habit of exploring other 
people’s dustbins and lavatories.
At age 15 he attended a new school but was rejected by other children because 
of mannerisms, peculiar dress and strange speech and ideas. He has a long- 
stranding obsessional ritual involving wearing hats and gloves. His special 
interest for the past 13-14 years has been nurses rota. He reported that at age 
11 he started collecting old bottles.
At interview, case 5 was very friendly immediately telling me about his special 
interest. He showed me many sheets of staff rota’s and stated "that they were as 
important as having a wife". He exhibited throughout the interview a number of 
’strange’ movements: odd large hand movements; finger flicking; and rubbing of 
his face. He spoke in a long-winded fashion. His eye-contact was very poor, 
although he was quite able (and seemingly keen) to keep the conversation going. 
He explained how he could not go to a barbecue because he would miss a 
particular television programme. He also spoke of specific criterion for wearing 
his hat and gloves (seemingly nothing to do with the whether).
Nursing staff report that case 5 times his cigarettes to the nearest 30 second. 
That he has a scribbling ritual of drawing circles.
Neuropsychology
The neuropsychology report held on his file documented serious problems in 
visuo-spatial functioning together with other patchy performance. The 
interpretation made by the neuropsychologist was of problems deep within the 
right temporal lobe.
Dangerousness
Case 5 was sent to Broadmoor Hospital because of fire-setting. No clear 
functional analysis of this behaviour has been made, although in a general sense 
’stress’ seems to have preceded incidents of fire-setting. He does have serious 
difficulties with empathy which may contribute to is apparent inability to exercise 
self control over thoughts of fire-setting.
Conclusion
Case 5 clearly meets the criteria for A.S. in the following manner:-
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1. he has severe impairment in reciprocal social interaction. Despite his extrovert 
presentation he is bizarre in his interactions and lacks appreciation of social
cues.
2. he has ’special interests’, namely rota’s
3. he has rituals
4. his speech is over formal and peculiar. There is also evidence of childhood 
language delay.
5. his non-verbal communication is poor
6. as a child he was described as clumsy.
7. he makes oddly formed hand movements and shows stereotypies 
Noteworthy is the fact that his father tends to be quiet and obsessional checking 
the obituary columns.
Case 6
Case 6 is a 38 year old man. His birth was normal. From an early age concern 
was expressed about his sociability (this trait remains).
A medical report states that case 6’s interests are in reading, pop music and 
football but he indulges in these on a singular basis.
He has had no sexual involvements whatsoever. At Broadmoor he is very much 
a loner. He only ever makes a first move towards someone when he needs 
something. He does not participate in group activities. Nursing staff, when asked 
about how he speaks, suggested he was very precise, with a querulous "I want" 
voice. Repetitive irrelevant questions are noted in one report.
At age 19 he had his first psychiatric hospital admission. At that time obsessional 
rituals such as turing in a circle were noted (this behaviour remains as noted by 
his current key nurse). Three years later at age 22 he developed the ’habit’ of 
following female nurses and touching them. He has a poor gate with some tip-toe 
walking. Apparently he will jump with excitement. The patient is manneristic 
pacing up and down the ward, or will sit in a chair and cover his face with his 
hands. He will rock in his chair.
The patient met the investigator and presented as a veiy tense and agitated man. 
He would not remain in the interview more than a few moments.
All medical reports indicate that there is no evidence of psychosis for this patient. 
In at least 4 medical reports he has been diagnosed as Schizoid Personality and 
one suggestion of A.S. as the diagnosis. His intellectual level is good average 
(FSIQ 111).
Dangerousness
Case 6 received many years of medium secure hospital care but the point was 
reached when his management required greater security. This was necessary
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because of the threatening and intimidating behaviour towards female members 
of staff. In medium secure conditions he used to feign punches near to nurses 
faces. The medical records state that he had no insight in respect of his 
intimidating behaviour.
Conclusion
Case 6 reaches the criteria for AS. His difficulties in social interaction are life­
long. He has routines, rituals and repetitive questioning. Changes in routines 
seem to upset him. He has veiy little interest in communication and poor non­
verbal communication. Lastly he has a poor walking gait.
Case 3
This patient refused to meet the investigator. However a detailed picture was 
possible by interviewing the primary nurse, team psychologist and reading reports 
held on file. A so his Consultant Psychiatrist is in agreement that he meets the 
criteria for AS.
Case 3 is a 25 year old man. It is recorded that there were birth delivery 
difficulties and head enlargement. It is also noted in one report that he was slow 
to learn to talk. Case 3 was bullied at school but he does not understand why. 
However, it is fairly clear that at school his social skills were poor and that he 
responded inappropriately to social cues. It was during his school years that case 
3 started his pattern of intense one-sided attachments. Apparently his first 
infatuation occurred when he was aged 10. There have been a number of 
infatuations since. These are always one-sided. He refers to his infatuations as 
’projects’ and has spoken of his ’tactics’ and ’plan of campaign’. He has taken his 
tactics to greater lengths and it has been noted that he cannot change tactic. He 
has never had any sexual experience.
Case 3 has had a special interest since early childhood in military matters. This 
interest was pursed alone and grow to the extent that he read extensively on 
subjects of weapons, warfare tactics etc. The nursing staff report that he has an 
"amazing memory for the detail of particular wars, explaining to them how much 
fuel for example a particular plane in Vietnam war used. His room is filled with 
military books. His other intense interest his cryogenics.
On the ward case 3 remains a loner unable to interact with his fellow patients. 
He will only approach another person if he needs something. He makes no eye- 
contact accept perhaps when angry. The staff report that his gestures are "over- 
the-top", that his conversation is repetitive eg "I am safe" over and over. His voice 
is monotonous.
Since childhood he has washed his hand obsessionally and his very rigid in regard 
to his diet. He his a man of routine and ritual, for example, he has 7 red shirts
320
all exactly the same, which have a number on the back for each day of the week. 
He paces a particular pathway in the day-room.
The staff report that he is clumsy and has a gangly way of running. In several 
reports he is described as being suspicious and tense.
Neuropsychology
His WAIS IQ is in the top 5 % of the population, but his educational attainment 
is veiy modest (1 GCE ’O’level). Case 3 results on neuropsychological tests 
involving visual material (WMS Designs and Rey Osterreith) and those involving 
some planning ability (WAIS Picture Arrangement and Rey-Osterreith Copy) 
demonstrated particular weakness. The neuropsychologist noted that these results 
are consistent with a brain scan indicating possible atrophy in the right temporal 
lobe.
Dangerousness
He becomes preoccupied with certain females to the point of erotomania. He 
makes threats to kill.
Case 4
Case 4 is a man aged 26. As far as is known his birth and early development 
were normal. He has a twin sister. Documentation suggests that he has always 
been a loner and has never had a sexual relationship. One report interprets that 
his eccentric behaviour shown at school was a way of reducing bullying. During 
his adolescence, described by him as pretty grim, he would spend many hours 
alone in his bedroom immersed in books. He achieved 3 ’O’ levels. His special 
interests have been "matters scientific". He has apparently read widely on forensic 
medicine. At the time of his arrest he had in access of 50 books on the subject 
of murder. On interviewing case 4, the most striking feature of his presentation 
was his stereotypic movements. There was a high rate of finger flicking 
movements and a stereotypic movement of the upper body with hands rubbed 
back and forth over the thigh. The primary nurse also reported a strange 
movement with his hands where he covers his face. His gestures were odd and 
were not illustrative of what he was saying. There was abnormal facial expressions 
with much grimacing. He avoided eye-contact. "New faces seem to upset him.
Case 4 explained that as long as he could remember he has liked to collect maps 
and atlases; he stated he still would if he had the opportunity. He became quite 
animated explaining how he would study maps. All his hobbies are private and 
there is a strong repetitiveness to them. He told me that he reads a particular 
science fiction author and that he could re-read this book every 6-9 months for 
ever.
Case 4 speech appeared to be normal in the interview and no information is
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available about whether developmentally his language was normal. 
Dangerousness
Prior to his current admission Case 4 had no psychiatric or forensic history. At 
age 20 case 4 became particularly interested in crime and murder. Over the 
following 3 years he developed this interest more and more. He had a book 
titled ’The Murderers Whose Who’ from which he discerned a pattern whereby 
people who offended, went to prison and ’then just disappeared’. He apparently 
held the notion ’if you murder someone you just disappear’. This notion appealed 
to him as: ’I just didn’t want to be anything’ and appears to have been linked to 
feeling depressed.
Case 4 offense was the killing of his mother. Before the killing he consulted 
’Murderers Whose Who’ as an exercise. One report comments that Case 4 
appreciated the consequences of his actions but could not think as to the impact 
it might have on other people in his family. His main objective was to disappear 
and he believed murder would facilitate this.
Conclusion
There is no evidence that Case 4 has a mental illness, however, there is much 
evidence that he has a veiy abnormal personality. Case 4 clearly satisfies the 
criterion for A S. in all but one category - speech difficulties - where there is some 
doubt. Usually some mild abnormality in language is observed in individuals with 
A.S. The emphasis in the literature is that language in A.S. tends to be 
grammatically correct but pedantic.
Case 4 special interests seem to be linked to his violence. The reported difficulty 
understanding the consequences of killing his mother on the rest of the family, 
might be interpreted as reflecting deficits in social cognition, particularly in 
"second order belief attribution" ("I think he thinks she thinks").
Case 7
This patients case has already been described by Mawson et al (1985). It is clear 
that he meets the Gillberg and Gillberg diagnosis.
Dangerousness
He has extreme (indeed violent) reactions to stimuli he finds aversive and this 
includes children crying. He has committed serious physically assaulted on 
individuals in the past. He has a life-long interest in chemistry and poisons. 
These two factors together with very poor empathy contribute to his 
dangerousness.
322
Case 2
Case 2 is a 22 year old man, diagnosed as suffering from AS. at the age of 16 by 
a Psychiatrist from the Maudsley Hospital.
As a baby he was said to lack interest in communicating though babble and 
gesture. He was happy to meet the investigator, to "discuss his interests". He 
talked at length about Ohm’s Law which he said he’;d been interested in since age
5. He was extremely long-winded in his discussion and totally one-sided, indeed 
it was as if one had switched on a record player. He made almost no eye-contact 
apart from a few quick glances. His face was expressionless but there were no 
grimaces. His voice was monotonous.
Dangerousness
Case 2 is a fairly newly admitted patient. He has a history of making threats to 
kill - by letter and telephone. He has absconded numerous times from less 
secure psychiatric facilities. Most seriously, he attacked a patient who was 
creating a noise by playing a radio. Case 2 who has a special interest in martial 
arts was able to injure this patient quite seriously
Conclusion
Case 2 meets all the Gillberg and Gillberg criteria for A.S.: severe impairment in 
reciprocal social interaction; all-absorbing narrow interests (Ohm’s Law and 
martial arts); routines; formal pedantic language and impairment of 
comprehension; non-verbal communication problems and a poor gait and posture.
His dangerousness may be linked to serious difficulties in empathy.
EQUIVOCAL CASES
Case 8
This patient declined to participate in the study. Mr 8 is very ritualistic and 
obsessional in his behaviour. The family trace his ritualistic behaviour back to age 
16. Meals had to be served at set times. When he was 16 he refused to eat if the 
meals was served one to two minutes either way of the set time. Each day he had 
a routine and timetable which he tried to maintain. He remains very obsessional 
about self care at one time using Dettol on his hair brush, however, he will wear 
the same underclothes for many days in a row. He is also obsessional about 
where his belongings are placed. He has shown obsessional checking of electric 
plugs - "to see if they were off. Mr 8 has always had difficulty interacting with 
his peers and has never had a sexual relationship. His interests are: discoveries 
in medicine, science and archaeology. One report notes that he has little
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appreciation that such interest may alienate him from his immediate peers.
In many ways Mr 8 appears to have A.S. He had difficulty in reciprocal social 
interaction; routines, fairly narrow interests and poor non-verbal communication. 
However, motor clumsiness is absent and there is no evidence of language 
problems.
Dangerousness
His offense was murder (of his therapist), this according to psychiatric opinion 
resulted from a passion on intensity amounting to what is known as "erotomania" 
(a form of delusion). Nonetheless, considering his passion, the psychiatric reports 
also notes his lack of emotional response when describing the killing.
Conclusion
As this patient declined to be interviewed it has been difficult to make an 
unequivocal diagnosis of A.S. For example, whether his obsessional behaviours 
full more within the pattern of neurosis rather than autistic spectrum. Judging 
from the medical records and nursing staff he does have a number of features 
pointing to A.S.
Case 1
Mr 1 is a 34 year old man. Details of his early childhood are absent. He was a 
loner as a child and had difficulties making friends. In childhood he developed 
an obsessive hand washing ritual. At about the age of 13 he started daydreaming 
about war, science fiction, tanks and aircraft. He also had an interest in the 
occult. He told one Psychiatrist that he does not have sexual fantasies but rather 
fantasies about science: "I like technical things".
His full scale IQ is a 128 yet he was unable to give one doctor the meaning of 
common proverbs. Nursing staff report: meal-time rituals; and that he walks like 
a robot and that he likes to stay by himself.
During my interview with him he mostly avoided eye-contact, holding a fixed stair 
and with little facial expression. However, occasionally he smiled in an 
appropriate reciprocal manner (somewhat uncharacteristic of A.S.). He told me 
his biggest interest was in computers.
Daneerousness
Mr 1 killed his mother because " her presence prevented me from killing my 
father" and " I could not go ahead with what I had in mind ie killing my father". 
His main interest has been in weapons an collecting knives and air pistols.
Conclusion
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Mr 1 has never shown signs of formal mental illness but rather has been 
diagnosed as having personality disorder (paranoid and schizoid) with depression. 
On the Gillberg and Gillberg criteria for A.S. he satisfied all but one category, 
namely speech and language problems, where no problem have been noted. One 
other feature throws doubt on a diagnosis of A.S. and that was the appropriate 
and communicative smile shown in the interview. A more detailed case study 
might examine how his interest in weapons relates to his offending and whether 
he is able to perspective-take.
Case 17
Case 17 is a 33 year old man. No details of his birth and early development are 
available. At age 15 he went to a special school, there he had special routines 
which if disrupted caused him much distress. His interests were in practical 
activities such as building electrical circuits. He has always been social isolated. 
Reports’ comment on how he expects others to be endlessly interested and 
enthusiastic about his limited interests
Nursing staff report the he is nearly always emotionally flat and that he has little 
interest in conversation. His conversation is one-sided and repetitive without 
discussion he keeps repeating his concerns. He has abnormal eye contact and a 
flat tone of voice. He also has a stiff walk. Is IQ level fulls within the normal 
range (FSIQ 94).
Dangerousness
Case 17 offense was assaulting and robbing elderly people. He has sadistic 
fantasies of killing old people. Psychiatric reports comment on his lack of 
empathy.
Conclusion
Lack of information about case 17’s early years hindered the assessment. There 
is no evidence of mental illness but clear difficulties in reciprocal social interaction 
were found. He has had rituals in the past but his current key nurse reports that 
this is no longer a feature of his behaviour. In the past he has had special 
interests - poisons and chemistry -but he now appears less interested in these 
subjects.
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1. It is deeply regretted that Rhoda Oppenheimer died while this paper was in press.
Prevalence of Asperger’s Syndrome in a Secure Hospital
PETER SCRAGG and AMITTA SHAH
Background. The hypothesis that Asperger's syndrome 
(AS) may go unrecognised in forensic populations was 
examined by ascertaining the prevalence in Broadmoor 
Special Hospital.
Method. The entire male patient population w as 
screened by examination of case notes. Identified cases 
w ere subject to the next stage of the study, which 
involved observation and interviewing of patients, and 
a semi-structured interview of key staff.
Results. A prevalence of 1.5% (0.6% to 3.3% , 95% 
Cl) was found. The addition of equivocal cases increased 
the prevalence to 2.3% .
Conclusion. The prevalence of AS in Broadmoor Hospital 
is greater than that reported for the general population. 
British Journal o f Psychiatry (1994), 165, 679-682
The need for a study o f Asperger’s syndrome (AS) 
in mentally disordered patients in a secure setting was 
highlighted by recent case studies (Mawson et al, 
1985; Baron-Cohen, 1988; Everall & Lecouteur, 
1990). These papers reported on adults seen for 
psychiatric evaluation following dangerous behaviour, 
and appeared to demonstrate an association between 
AS and violent behaviour. In reporting their case 
study, Mawson et al (1985) hypothesised that there 
may be many violent individuals suffering from  
unrecognised AS, living in various long-term insti­
tutions. We examined this hypothesis by ascertaining 
the prevalence o f  AS at Broadmoor Hospital, which 
is one o f  the three Special Hospitals in England.
There is significant difficulty in determining the 
prevalence o f  the AS because no diagnostic ‘gold 
standard’ exists. In the only published epidemiological 
study o f  AS, Ehlers & Gillberg (1993) largely 
overcame this difficulty by employing diagnostic 
criteria developed by Gillberg & Gillberg (1989), 
which provide a basis for comparing results from 
different populations. Ehlers & Gillberg (1993)
provided som e data on the reliability o f the criteria 
by having two clinicians simultaneously and inde­
pendently assess 12 subjects (6 AS cases and 6 
controls) on 20 items o f the diagnostic criteria, 
allowing 240 paired comparisons. There was dis­
agreement in only 11 o f  the comparisons.
In determining the prevalence o f AS, Ehlers & 
Gillberg (1993) found four male cases and one female 
case that fully met the Gillberg & Gillberg (1989) 
criteria for AS in a normal school population of 1401 
children, giving a prevalence o f 0.36Vo. An additional 
four children were suspected o f  having AS, giving 
a total prevalence o f 0 .64Vo, with a male to female 
ratio o f  2 : 1 .
There has also been some clinical evidence that AS 
may be associated with violent behaviour. According 
to  Tantam (1991), many adults with AS have rather 
strict, law-abiding attitudes. Nonetheless, he 
identified four people with AS who had shown 
seriously dangerous behaviour. An association 
between AS and violence has been questioned by 
Ghaziuddin et al (1991). They carried out a computer 
search o f  all papers on AS published between 1944 
and 1991. O f 197 patients, only 11 (6Vo) were reported 
as violent. By comparing this figure with the base rate 
o f  violent individuals in the general US population 
(about 7 Vo), Ghaziuddin et al concluded that there is 
no significant association between violence and AS. 
However, this conclusion may be inaccurate because 
o f a failure to detect AS in prisons and secure settings.
We investigated the prevalence o f AS in the entire 
male population o f Broadmoor Hospital, a maximum 
security hospital, by applying the diagnostic criteria 
for AS developed by Gillberg & Gillberg (1989). This 
methodology permits a direct comparison with the 
rates o f  AS in the general population reported by 
Ehlers & Gillberg (1993).
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Method
The study was conducted at Broadmoor Hospital, 
which provides for patients who need care and 
treatment in conditions o f  maximum security. 
Patients are admitted when their behaviour or mental 
status poses a potential hazard to the general public. 
The majority o f admissions to Broadmoor are as a 
result o f criminal behaviour, but some patients 
are admitted when their behaviour has become 
unmanageable in less secure psychiatric facilities. The 
study was restricted to an examination o f  male 
patients, in view o f the fact that AS has been reported 
to be much more common in males (Gillberg & 
Gillberg, 1989).
Procedure
In order to identify patients who met the criteria for 
AS the study was conducted in three stages.
Stage I
This stage involved initial screening o f the entire 
male population o f Broadmoor Hospital (zt =  392). 
The social work, medical and psychology reports 
contained in patients’ files were carefully examined 
(by the first author) for any evidence o f autistic-type 
behaviours in the following categories: (a) clumsy and 
ill-coordinated movement or odd posture; (b) intense 
absorption in certain subjects; (c) obsessional 
behaviour; (d) stereotypical behaviour; (e) absence 
o f friends/loner; (f ) poor non-verbal communication; 
and (g) lack of empathy. These categories were coded 
«yes’ or ‘no’. A patient who had three or more 
behaviours coded in these categories, or a single 
coding o f having ‘an intense absorption in certain 
subjects’, was subject to stage 2 o f  the study.
Stage 2
A  semi-structured interview, the Screening Schedule 
for Autistic Behaviour, was employed with each o f  
the key nurses for patients identified at stage I. This 
schedule is a part o f  the longer MRC Handicap, 
Behaviour and Skills (HBS) interview schedule, and 
provides a reliable framework for systematically 
eliciting clinical information (Wing & Gould, 1978).
Stage 3
Patients who gave their informed consent were 
interviewed by the investigator. The interview  
included questions about their interests/hobbies and 
how long they had had them, what their interests 
were as a child, and how they interacted with other 
patients. The interviewer noted the tone or stress o f
the voice, facial expression, movement and gestures, 
frequency o f  gesture, and mutual gaze.
Stages 2 and 3 provided sufficient information for 
a diagnosis o f  AS.
Results
The screening o f the Broadmoor male population o f  
392 patients (stage 1) produced 17 cases for stages 
2 and 3 o f  the study. Six patients refused to meet 
the investigator, although detailed information was 
obtained on all 17 cases by interviewing members o f  
staff and by examining their respective medical files.
Using all information collected (case records and 
staff and patient interviews) a diagnosis was made. 
O f the 17 cases, six patients met the strict Gillberg 
& Gillberg criteria for AS. Another three patients 
were equivocal, in that they met most but not all o f  
the criteria, partly due to a lack o f information. For 
two o f the three patients, early childhood information 
was lacking. The third patient categorised as 
‘equivocal’ refused to be interviewed. It is worth 
noting that these three patients showed all the 
characteristic features o f  the autistic spectrum 
disorder (Wing, 1991). The remaining eight cases 
were clearly not AS.
The six patients diagnosed with AS représent a 
prevalence rate o f  l.SVe (0.6% to 3.3%, 95% Cl) 
for Broadmoor Hospital. If the three cases that were 
equivocal are included, the prevalence increases to 
2.3% (1.1% to 4.3%). This prevalence is much higher 
than that found for males in the general population. 
Ehlers & Gillberg’s (1993) most conservative figure for 
AS in the general male population was 0.55% . This 
suggests that the prevalence o f AS in Broadmoor 
Hospital is approximately three times greater than 
that found in the general population.
Examination o f  the cases identified (Table 1) 
suggests that there is a neurological or organic 
pathology for each o f  the AS patients: cases 3 and 
5 have abnormal EEG recordings, case 4 has an 
abnormal brain scan, and cases 1, 2 and 6 have 
neuropsychological deficits consistent with organic 
pathology. Patients with equivocal AS seem to be 
free o f obvious neurological/organic pathology.
Discussion
The prevalence o f  AS at Broadmoor Hospital 
appears to be significantly greater than that found  
in the general community. This finding is supportive 
o f Mawson et al (1985) who speculated that ajn 
“ association between AS and violent behaviour is 
more common than has been recognized and that 
more such individuals are to be found in long-term
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care institutions o f  various sorts". O f the six men 
at Broadmoor found to have AS, three had been 
physically violent, one had committed arson, and the 
remaining two showed aggressive behaviour on the 
wards (feigning punches and making threats to injure).
Only two o f  these six patients had been previously 
diagnosed as having AS. Since mental illness may 
co-occur with A S, it would be incorrect to conclude 
that these patients had been psychiatrically mis­
diagnosed. Nonetheless, the current results lend 
support to the suggestion that AS is not always 
recognised, and are also in keeping with the view that 
adult psychiatric services are not sensitive to the 
detection o f  disorders normally associated with 
children, that is, developmental disorders. It should 
be noted, however, that the validity o f this study may 
be limited due to the fact that only one interviewer 
was employed and that developmental data was 
taken only from patients’ records.
Ghaziuddin et al (1991) suggested that there was 
no association between AS and violence because only 
a small number o f  case studies reporting AS also 
reported violent behaviour. Our study indicates that 
in fact there may be an association between AS and 
violent behaviour, and that AS may be overlooked  
as a diagnosis in Special Hospitals. If this is a pattern 
throughout forensic services, then it might explain 
why so few cases o f  violence and AS have been 
published. It is possible that the rate o f  AS may be 
even higher in those forensic settings which take a 
greater number o f  patients with mental impairment 
(as defined by the Mental Health Act 1983) than 
those accepted at Broadmoor.
Although violence may not be common in AS 
patients, when violent behaviour does occur it may 
be linked to the deficits found in the disorder. Lack 
o f empathy, which is a characteristic o f  the disorder, 
has been hypothesised as a factor relating to violence 
in people with AS (Tantam, 1991). For all six cases 
o f  AS identified here, lack o f empathy was recorded 
in their files. Whether these empathy deficits are 
significantly greater than those o f  other forensic 
patients must remain a question for future research. 
The AS patient’s obsessional interest may in some 
cases link with violence (see Table 1).
The identification and diagnosis o f  individuals 
with AS in these settings has important implications
for their treatment and management. The most 
effective management and treatment for individuals 
with AS is likely to follow that found to be effective 
with individuals with autism. This requires a thorough 
understanding o f  the underlying impairments by all 
concerned in their care and management.
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